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CLINICAL FEATURES OF 


= INTRODUCTION 


Aetiology 


ie Various factors have been arraigned as causing or pre- 
%e disposing to rheumatoid arthritis. Lack of agreement on 
the relative importance of such factors is due to the fact 
‘that the opinions expressed by the majority of workers in 
the field of the rheumatic diseases are based on general 
clinical impressions and not on controlled observations 
which will withstand critical statistical analysis. 

The Scientific Advisory Committee of the Empire 
Rheumatism Council accordingly considered that the time 
had come to institute a controlled investigation which 
would confirm or refute the allegations that various factors 
were of aetiological importance. In addition, the oppor- 
cyan tunity was taken of collecting information on certain 

“9 clinical features of the disease. After prolonged considera- 
5 ic tion some 26 problems of aetiological and clinical import- 
es ance were selected for investigation (see Table I). Thereafter 


. TABLE | 
Part I 


. Sex incidence and age at onset 

. The occurrence of psychological precipitating factors—e.g., 
shock,: worry, trauma 

; . General resistance to disease in the past—incidence of previous 

S324 illness 

. The presence of focal sepsis 

. Family incidence of arthritis 

. The effect of previous pregnancies and parturition 

. The relation of menstrual history and menopause to onset 

. Home conditions 

. Occupation 

. The relation of weather and season to the disease 

. The relationship between body (anthropometric) type and 
rheumatoid arthritis 

12. The relationship between abnormalities of posture and rheuma- 

toid arthritis 
13. The relationship between abnormalities of the peripheral circu- 
lation and rheumatoid arthritis 


Nv 


+ aie 
a A 


t 
re) 


‘a 
_-_— 
he oes 





*The members of the committee were: Professor L. S. P. Davidson, 

Edinburgh (chairman); Sir Adolphe Abrahams, London; Mr. 
iorman Capener, F.RCS., Exeter; Professor Sir Henry Cohen, 

Liverpool; Dr. F. D. Howitt, London; Dr. E. Fletcher, London; 
Dr. G. Kersley, Bath; Dr. E. R. 4 Merewether, London; Dr. 
T. Patterson, Droitwich : Dr. Schlesinger, London; Dr. 

Ww S. Tegner, London; Professor Sine Lionel W itby, Cambridge ; 
Dr. E. T T. Conybeare, London; The Rt. Hon. Lord Horder, London; 
Dr. W C. Copeman, London; Dr. Hugh Burt, London; Dr 
Oswa Hf | BD ‘London; Professor C. Rimington, London: Dr. 
5 C, Andrewes, London; Professor G. R. Cameron, London; 
| + |} Mrs. S. L. Higgs, F.R.C.S., London; Professor S. J. Hartfall. Leeds: 
; - Percy Stocks, London; Dr. E. Lewis-Faning, Cardiff ; Professor 

7 Baker, Manchester ; Dr. J. H. Kellgren, Manchester ; Dr. C. W. 

Buckley, Ashbourne ; Dr. Philip Ellman, London; Dr. W. Lennon, 
Belfast; Dr. E. G. L. Bywaters, Taplow. 





A CONTROLLED INVESTIGATION INTO THE AETIOLOGY AND 


RHEUMATOID ARTHRITIS 


REPORT BY THE SCIENTIFIC ADVISORY COMMITTEE* OF THE 
EMPIRE RHEUMATISM COUNCIL . 


Part Il 


. Prodromal symptoms of rheumatoid arthritis 

. Type of onset, whether febrile or afebrile, acute or insidious 
. Interval between onset and seeking medical advice 

. Order and symmetry of joint involvement 

. Radiological appearance (cysts, osteoporosis, etc.) 

. Abnormalities of peripheral circulation 

Presence of nodules or ganglia 

. Other organic disease present at medical examination 
. Pulse rate and blood pressure 

. Blood sedimentation rate 

. Plasma uric acid levels 

. Presence of anaemia 

. Loss of weight 


— 
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a special case-recording book was devised with the help 
of the statistical advisors of the committee. It was decided 
that for each patient investigated an individual, either 
entirely normal and healthy or, alternatively, suffering from 
a diseasesor condition not relating to rheumatoid arthritis 
(fracture, injury, hernia), should be examined as a control 
on identical lines. The controls had to be comparable to 
the patients in regard to age, sex, and civil state. It was 
also decided to limit the patients investigated to individuals 
who had had the disease not more than five years, as it 
was felt that questions relating to the onset of the disease 
would be difficult to answer if the time interval was longer. 
This report is based on the examination of 532 patients and 
532 controls. 


Definition of Onset 


The onset of the disease in patients was defined as the 
date of first occurrence of pain, swelling, or stiffness in 
one or more joints. General systemic features, such as 
tiredness, loss of weight, and transient muscular pains, 
which are discussed in Part II of this paper under the 
heading of prodromal symptoms, were not usually localized 
in time by patients with sufficient accuracy to be used for 
defining onset, although there can be no doubt that they do 
in fact constitute the earliest phase of the disease. A 
pilot inquiry into the records of the first 230 patients and 
controls indicated that valid inferences in regard to some 
of the problems under examination would be possible only 
if the data obtained from the controls were entirely com- 
parable chronologically to those obtained from the patients 
with whom they were paired. 

Many questions put to the patients related to the date 
of onset of the disease, and in the absence of a correspond- 
ing reference point in the controls the results might be 
meaningless and indeed misleading. An example will illus- 
trate the difficulty. A patient is found to have suffered an 
attack of tonsillitis three months before the onset yk the 
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disease. The duration of the disease is two years. On 
questioning, the control is found to have suffered from 
tonsillitis two months before interview. Both have suffered 
from tonsillitis, but in the control only two months have 
elapsed since the attack. At the time of questioning he 
had not had the same time in which to develop the symp- 
toms of rheumatoid arthritis as had the patient. He might 
do so one month after the interview—i.e., three months 
after tonsillitis. If this did happen and he could have been 
recorded, he would move from the control into the patient 
group. 

To obviate ‘this difficulty it was decided to fix for the 
controls a reference point in time to which the questions 
related comparable to the date of onset of the disease in 
the patient with whom the control was paired. In other 
words, each control was allotted a date of onset defined 
as x years before the date of interview, where x equalled 
the duration of the disease in the patient with whom the 
control was paired. 

The 230 pairs of questionaries used in the pilot inquiry 
were not entirely discarded from this analysis. They have 
been included in the study of those problems which do not 
involve the date of onset, particularly in Part II—the study 
of the clinical pattern of rheumatoid arthritis. 

Each patient and each control required from three to 
four hours for examination and questioning. Thereafter 
the records were submitted to statistical analysis by Dr. E. 
Lewis-Faning, B.Sc., Ph.D., Department of Preventive 
Medicine, Welsh National School of Medicine. 

By securing a balanced sample of controls—balanced 
that is by age, sex, and civil state—any differences between 
the patients and the controls due to those three factors 
were precluded. Furthermore, the comparisons which 
have been made of various sociological factors enable the 
conclusion to be reached that no differences between the 
two groups greater than would be likely to occur by chance 
exist as regards social class, age when married,* duration 
of marriage at onset of disease, length of time which elapsed 
between the termination of marriage and onset, or 
education status. 

The Scientific Advisory Committee wishes to record its 
appreciation of the immense amount of thought and time 
given by Dr. Lewis-Faning in the preparation of the 
statistical data on which this communication is based. His 
report will be published at-a later date in the Annals of 
the Rheumatic Diseases. 


PART IL. AETIOLOGICAL FACTORS 
1. Sex Incidence and Age at Onset 


The sex incidence of males to females (corrected for the 
sex ratio in the general population) in the series of 532 
patients was 100 males to 162 females. This sex ratio is 
considerably lower than that found in most published 
papers. This is probably due to the fact that a large pro- 
portion of the cases investigated were in-patients, and hence 
were subjected to various factors related to home circum- 
stances and availability of beds in hospitals which influence 
admission to an institution. In a series of 388 in-patients 
investigated in Edinburgh in 1935-40 the ratio was 100 
males to 209 females, while in 400 out-patients it was 
100 males to 348 females. This latter ratio probably 
approximates to the true sex incidence of the disease. in 
Great Britain. 

Mean Age at Onset.—The mean age at interview for the 
532 patients in the present series was 42 years for males 
and 41 for females. Since 69% of the patients had had 
rheumatoid arthritis for two years or less prior to interview, 
the mean age at interview is not materially different from 


the mean age at onset. Almost identicai figures were 
obtained for the 788 patients investigated independently in 
Edinburgh. The information derived from these 1,320 
cases does not support the view commonly expressed in the 
literature that rheumatoid arthritis has a special predilec- 
tion for young women. Statistical investigation showed 
that the risk of developing the disease increases progres- 
sively for males and single females with each age group 
from 15-24 to 45-54 ; for married women the risk increases 
up to the age of 35 and then remains stationary. 


2. Psychological Factors 

Such factors are widely held to be of importance in pre- 
cipitating the onset of rheumatoid arthritis. Accordingly 
both patients and controls were asked a series of questions 
relating to events occurring before the onset of arthritis 
that might be expected to produce psychological disturb- 
ances. The questions dealt with events such as death. 
accident, or serious illness in the family, economic 
embarrassment, broken engagement, or unhappy married 
life. The analysis given in Table II shows no significant 
difference between patients and controls in the occurrence 
of these events, and this was true of each individual event 
as well as in the aggregate ; hence the widely held belief 
that psychological factors play an important part in the 
aetiology of arthritis is not borne out by this controlled 
investigation if this view is based on a higher occurrence 
of such factors in patients as compared with the rest of the 
population. 

TABLE IT 





Within 3 Months 
Previous to Onset 


Within 2 Years 


No. of Precipitating 
Previous to Onset 


Factors Occurring 
Previous to Onset of 

















Rheumatoid Arthritis | Patients | Controls Patients | Controls 
0 Ke * * 62° | 61% 9% | 91% 
1 Tae: aie 25% 25% 1% 8, 
2 or more 13% | 14% 3% 1% 
No. of persons 292 | 292 | 292 292 





3. Previous Illnesses 

The possibility has often been expressed that previous 
illnesses may predispose to rheumatoid arthritis in some 
manner not understood. Accordingly, the patients were 
questioned in regard to previous illnesses which had affected 
them at various age periods. Forty-three specific diseases 
were listed in the questionary. These illnesses included 
such diseases as rheumatic fever, scarlet fever, venereal 
diseases, allergic diseases, infectious diseases, endocrine 
diseases, etc. 

Statistical analysis showed no significant difference 
between the patients and controls that would be unlikely 
to arise merely from chance in regard to the frequency 
with which each group suffered from these diseases before 
the age of 15, after the age of 25, or within two yeafs 
previous to onset of rheumatoid arthritis. 

There was some evidence that certain infections (exclud- 
ing scarlet fever and rheumatic fever) occurred within three 
months of the arthritis more often in patients (19%) thao 
in controls (11%). The difference between these figures% 


statistically significant. A similar figure of 18% for patiest. 


with a history of infections occurring within three mo 
of onset was obtained in 788 cases investigated in 


. burgh. No comparable figures for controls, were, howevé. 


available. 

In assessing the importance of the differences in patieals 
and controls respectively it is necessary to bear in 
the following possible fallacy. The patients with rheumatoid 
arthritis have been questioned by their doctors after i 
onset of arthritis about the occurrence of various facto 
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believed to be of aetiological importance—for example, 
familial incidence, preceding infections, psychological 
trauma, etc.—and -have naturally given considerable time 
and thought to these matters. The controls, who were 
individuals without arthritis, would be less likely to 
remember the various illnesses or emotional shocks which 
had occurred months or years previous to the date of inter- 
view. Hence, throughout this report minor increaseg in 
the incidence of various factors in patients over controls 
should be accepted as being of aetiological importance with 
considerable caution and reserve. If, however, in the con- 
trols the incidence of any factor is found to be equal to or 
greater than in the patients, this may be taken as strong 
presumptive evidence that that factor is not of significance 
in the aetiology of rheumatoid arthritis. 

This investigation failed to demonstrate any increased 
incidence of disease or infection before the age of 15, after 
the age_of 25, or within two years of the onset of arthritis 
in patients as compared with controls. Over 80% of 
patients gave no history of an infection within three months 
of the onset of their symptoms. These findings do not 
support the view that patients with rheumatoid arthritis 
are unduly susceptible to infections or that any disease 
or infection commonly precedes the onset of rheumatoid 
arthritis. 

Allergic Diseases——Since many authorities believe that 
rheumatoid arthritis is due to an abnormal response on the 


_ part of the patient to an antigen, it was decided to find out 


whether patients with rheumatoid arthritis suffered from 
allergic diseases (asthma, hay-fever, urticaria, etc.) more 
often than the rest of the population. Statistical analysis 
showed no differences in this respect between patients and 
controls before or after the age of 15 or within two years 
or three months of onset. Moreover, a study of the inci- 
dence of allergic diseases occurring in the parents of 532 
patients and 532 controls showed no evidence of any 
familial tendency to allergic diseases. Approximately 5% 
of parents and 1% of siblings in both patients and controls 
gave a history of allergic manifestation. 

Endocrine Diseases.—It is often stated that hyperfunction 
or hypofunction of various endocrine glands is of aetio- 
logical importance in rheumatoid arthritis. The fact that 
such clinicaJly recognizable disorders were found to be 
present on examination in approximately only 1% of 302 
patients specially investigated for this purpose must finally 
dispose of such claims. This finding is also of particular 
interest in view of the remarkable therapeutic effects of 
“cortisone ” (“ compound E ”). 


4. Focal Sepsis 


At medical examination of the 532 patients and controls, 
foci of infection were found in 22% and 10% respectively. 
This incidence is much lower than is usually reported in the 
literature on rheumatoid arthritis. The data on focal sepsis 
in this series were collected by a number of doctors whose 
views on what deviation from the normal should be 
accepted as pathological would differ greatly. Since no 
information is available on the length of time focal sepsis 
had been present or whether it preceded or followed the 
onset of rheumatoid arthritis, its significance as an aetio- 
logical factor remains in doubt. Moreover, the small differ- 
ence in incidence of 12% between patients and controls 
found in this investigation should be accepted with caution, 
since a recent investigation carried out in Edinburgh by 
an experienced otolaryngologist showed no significant 
difference between patients and controls in regard to the 
incidence of focal sepsis in the ear, nose, and throat, or 
preceding upper respiratory tract infections. 


5. Familial Factors in Rheumatoid Arthritis 


An investigation into the incidence of arthritis in relatives 
of patients and controls showed that (a) 7% of the fathers 
of patients as opposed to 3% of fathers of controls suffered 
from arthritis ; 15% of mothers of patients as opposed to 
9% of mothers of controls suffered from arthritis ; (b) of 
2,151 brothers and sisters of patients with rheumatoid 
arthritis, 82 (3.8%) had arthritis, and of 2,143 brothers and 
sisters of the controls 38 (1.8%) had arthritis. 

The above figures are statistically significant.and there- 
fore lend support to the contention that a familial factor 
is of aetiological importance. 

The relatively low incidence of a familial history of 
arthritis and the greater likelihood of the patients remem- 
bering relatives afflicted with the disease as compared with 
the controls necessitates withholding any final conclusions 
on the matter until further investigations have been 
undertaken. 


6. Effect of Previous Pregnancies and Parturition 


It is often stated that pregnancy and parturition bear 
some aetiological relationship to rheumatoid arthritis. No 
evidence in favour of this view was forthcoming from an 


‘ investigation into the reproductive histories of 240 married 


patients and 240 married controls. No difference between 
the two groups was found in regard to the age of marriage, 
the mean duration of marriage, and the fertility rate as 
estimated by the number of children born alive during the 
first five years of marriage. 

From information based on 100 married women who 


were under the age of 45 at the date of questioning and . 


who had borne children, it was possible to determine the 
interval between the last pregnancy and the date of onset 
of rheumatoid arthritis. Rheumatoid arthritis had occurred 
less than one year after pregnancy in 19% of the patients, 
the figure being raised to 29% if the interval between preg- 
nancy and onset was two years or less. Comparable figures 
for controls—remembering that the date of onset in the 
controls was equivalent to the date of onset in the patients 
with whom they were paired—were 11% and 20%. The 
proportion of patients developing rheumatoid arthritis 
within one year of pregnancy seems rather large compared 
with the control group, but the difference is not greater 
than would be likely to have arisen by chance. In fact, 
still larger differences were found between patients and 
controls when the interval was three to four years (patients 
15.4%, controls 5.5%) or four to five years (patients 
1.9%, controls 14.5%), and surely these differences are not 
of “ medical” significance. But since the first year is of 
peculiar importance and no possible clue can be ignored, 
it would be advisable to test this point again on a larger 
volume of data. 

Twenty-one patients out of 22 who were the victims of 
rheumatoid arthritis when they became pregnant stated 
that the disease improved during pregnancy, only to 
become worse in 17 cases after parturition. 


7. Relation of Menstrual History and Menopause to Onset 
of Rheumatoid Arthritis 


A change of menstrual history preceding the onset of 
arthritis occurred in 9% of 317 female patients. The 
menopause (defined as one year before and one year after 
the total cessation of periods) had been reached by 115 
out of 341 female patients, and of these 115 the onset of 
rheumatoid arthritis had eventuated within one year before 
or after menopause in 24%. Since this series of rheumatoid 
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cases is restricted to those who had had the disease for not 
more than five years, it follows that the majority of these 
24% were in the age group 45-49 at the date of questioning. 
The figure of 24% may seem high until it is appreciated 
that of the married female population of England and 
Wales who were aged over 45 years in 1947, 24% were 
aged 45-49, and then no significance will be attached to 
it. More briefly, the proportion of rheumatoid arthritic 
patients who were at the menopausal ages at a particular 
point of time (onset = approximately the date of question- 
ing) is not different from the proportion of females in the 
general populatiog who were at the menopausal ages at a 
point of time—{947—hence no association between meno- 
pause and rheumatoid arthritis can be inferred. 


8. Home Conditions Immediately Before Onset of 
Rheumatoid Arthritis 


In order to elicit facts about the home conditions under 
which they lived 302 patients and 302 controls were asked 
10 questions. No significant difference was found between 
the patients and the controls as regards the proportions 
living in urban and rural districts, or the length of residence 
in the houses occupied up to the date of onset. Over 70% 
of patients and controls had lived five years or longer in 
their present homes. There had therefore been an equal 
exposure to any deleterious or beneficial home conditions, 
and, further, in the majority of cases the length of resi- 
dence had been sufficient to allow any aetiological factors 
associated with home conditions to produce a visible effect. 

Statistical analysis revealed no difference between the 
patients and the controls in regard to type of house 
occupied, its state of repair, whether urban or rural, 
whether light or dark, and the degree of overcrowding. 
Basement dwellings, so frequently claimed to predispose 
to rheumatic diseases, were actually occupied more often 
by the controls than by the patients. In only one respect 
was there a statistically significant difference between the 
two groups—namely, 28% of patients and 20% of controls 
claimed that their houses were damp. This difference, 
although greater than would be expected by chance, was 
very much less than most authorities would have 
expected. > 

Accordingly, no satisfactory evidence was obtained that 
home conditions are of aetiological importance in the 
causation of rheumatoid arthritis. 


9. Relation of Occupation to Rheumatoid Arthritis 


The design of this inquiry makes it unsuitable for assess- 
ing whether a specified occupation or trade might predis- 
pose to rheumatoid arthritis. An analysis of the nature 
of the work engaged in on the basis of (a) indoor, manual 
or non-manual, (5) outdoor, manual or non-manual, and 
(c) housewives, showed no statistical difference between 
patients and controls in these categories. Hence this 
investigation failed to support the view that the type of 
work as described above is a factor in the aetiology of 
rheumatoid arthritis. 

A controlled study was also made into the influence of 
the following additional occupational factors which are 
sometimes alleged to be of importance : (1) posture at 
work ; (2) the nature of the work, monotonous or varied ; 
(3) the type of flooring—e.g., wood or stone, wet or dry, 
etc. ; and (4) the provision of bathing facilities. No evidence 
was obtained that these factors bore any aetiological rela- 
tion to the onset of arthritis. An investigation into the 
temperature and humidity under which the patients and 
controls worked showed no significant difference between 


the two groups except in one respect—namely, 12% of 
patients and 5% of controls stated that they worked in 
cold temperatures, the difference persisting when the 
atmosphere was dry or humid. The difference of 7% is 
statistically significant, and lends some support to the view 
that there may exist some aetiological relationship between 
working in cold conditions and the development of 
rh@umatoid arthritis. 

This investigation revealed the great economic loss which 
the nation suffers from rheumatoid arthritis. Thus, 300 
patients (58%), including 107 housewives, were unable to 
carry on their normal occupation by reason of the disease 
Apart from the housewives at least two-thirds of the 
remainder failed to secure alternative employment within 
their capabilities. 


10. Relation of Weather and Season to Rheumatoid 
Arthritis 

Altogether 369 patients who had suffered from rheuma. 
toid arthritis for at least one complete year were classified 
regarding the type of weather which they found to affect 
their symptoms adversely or favourably: 60% found the 
severity of the disease varied with the weather ; when it 
did so it was cold wet weather which most commonly pro- 
duced adverse reactions, and dry warm weather and hot 
sunshine which generally gave favourable reactions. The 
265 patients in whom the duration of the disease was not 
less than two years were also classified according to the 
season in which they found the symptoms favourably and 
adversely affected : 50% considered that the severity varied 
with the time of the year, and, when it did so, in the 
majority of cases patients felt worse in winter and best in 
summer. While these findings are in keeping with the 
widely accepted belief that patients with rheumatoid 
arthritis are usually influenced adversely by cold and damp 
conditions, it is surprising that such a high proportion 
(40-50%) would not admit that climate or weather had any 
effect on their symptoms. Moreover, only 4% of the 
patients stated that their condition was adversely affected 
just before the onset of wet weather. A patient with 
rheumatoid arthritis cannot therefore be described as 4 
satisfactory human barometer. 


11. Relationship Between Body (Anthropometric) Type 
and Rheumatoid Arthritis 


The height, weight, and chest circumference (at the 
xiphisternum) in both full inspiration and expiration were 
recorded at the medical examination of the persons inter- 
viewed. The mean height of the two groups was almost 
identical (patients 65.5 in—166.4 cm.; controls 65.6 i 
—166.6 cm.). The average weight of the patients was 
1254 Ib. (56.9 kg.), as compared with 139 Ib. (63 kg.) for 
controls. This difference can be attributed to the systemic 
effects of the disease, since 90% of the underweight patients 
stated that the weight loss occurred during the period 
between onset and interview. The chest circumference 
at full inspiration and expiration was recorded. The 
average of these two measurements was 33.6 in (85.3 cm i 
in patients and 35 in. (88.9 cm.) in controls, a difference 


greater than would be expected merely as a result of chance ' 


Of the patients 62%, as against only 49% of the controls. 
had a small chest circumference (less than 35 in.), but this 
deficiency was present equally in short, medium, and 

persons. The data on height and chest circumference 
recorded above do not support the statement sometimes 
made that tall thin persons are particularly prone to the 


disease. 
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12. Relationship between Abnormalities of Posture and 
Rheumatoid Arthritis 


Abnormalities as a whole appeared among 35% of 
patients as against 14% of the controls. This difference 
was largely due to the frequency of forward slump (patients 
16%, controls 5%) and dorsal kyphosis (patients 12%, 
controls 4%). Since information is not available on whether 
these abnormalities were present before onset or on whether 
they developed subsequently as a result of the disease, it 
is not possible to say whether their increased frequency 
in patients as compared with controls should be regarded 
as of aetiological significance or as pathological changes 
resulting from the disease. 


13. Abnormalities of the Peripheral Circulation 


The frequency with which patients with rheumatoid 
arthritis suffer from abnormalities of the peripheral circula- 
tion is universally recognized. The real problem is whether 
these changes are the direct consequence of the disease or 
whether an abnormal peripheral vascular system was 
present before the onset. Accordingly, a series of questions 
was devised to elicit the incidence of abnormalities of the 
peripheral circulation in patients and controls, and to deter- 
mine whether such changes were present before or only 
after the onset. Analysis revealed that peripheral vascular 
disorders were present at examination in 55% of 532 
patients, but in only 12% of 532 controls. Sweaty 
hands, sweaty feet, and cold fingers were present 
in 43%, 36%, and 15% of the patients as compared 
with 6%, 2%, and 5% of the controls respectively. This 
analysis therefore confirms the clinical impression of the 
frequency with which the peripheral circulatory changes 
are found in patients with rheumatoid arthritis. When, 
however, an analysis was made regarding whether such 
abnormalities were present before or only after the onset of 
arthritis it was found that they antedated the onset more 
often in patients than in controls. (Cold hands—patients 
40%, controls 26% ; chilblains—patients 27.5%, controls 
20% ; blanching of fingers—patients 15%, controls 8%.) 
Since the occurrence of such peripheral vascular abnorm- 
alities in patients before the onset of the disease as com- 
pared with controls was greater than could be explained 
by chance, the possibility exists that their presence indi- 
cates some pre-existing constitutional abnormality which is 
of aetiological significance and therefore worthy of further 
investigation. 


PART I. THE CLINICAL PATTERN 


!. Prodromal Symptoms of Rheumatoid Arthritis.—The 
proportions of 302 patients and an equal number of con- 
trols in whom specified prodromal symptoms were present 
are given in Table III. Only 34% of the patients as 














Taste III 
Symptoms J Patients | Controls 

Nil. 34% | 88% 
Undue fatigue 48%, 
Loss of ups t 368 56 
Transient pains in joints a 20% | 
Transient pains in muscles 19% H 1% 
Sweating ; | 13% 
Migrant swe 56 | 6: a8 

igrant swellin e 

thers ’ a oi 2% 

No. of persons - 302 | 302 





compared with 88% of the controls recorded no such 
experiences. The percentage distribution was almost the 
same when based on all 532 patients. Onset had been 


preceded by fatigue in 46%, by loss of weight in 25%. 
Comparable figures for 302 controls were 8% and 5%. 
The high incidence of constitutional symptoms antedating 
the onset of arthritis confirms the view that rheumatoid 
arthritis should be considered a systemic disease involving 
many tissues and organs. 

2. Type of Onset.—Onset was stated to be febrile as 
opposed to afebrile in 17% of patients ; acute as opposed 
to insidious in 44% ; and in 41% only one joint was 
affected as opposed to the simultaneous affection of more 
than one joint. Neither sex nor civil state influenced the 
proportions in which these types of onset were present. The 
presence of prodromal symptoms seems to be a factor 
affecting the type of onset. en sweating has preceded 
onset there is more likelihood that onset will be febrile, and 
when any prodromal symptom is present there is more 
likelihood that more than one joint will be affected. 

3. Interval Between Onset and Seeking Medical Advice. 
—Of 532 patients, 81% consulted their doctor within three 
months of onset, while 64% had been referred to specialists 
within six months of onset. The proportions were similar 
irrespective of sex or civil state. 

4. Order and Symmetry of Joint Involvement.—Joints 
were arbitrarily classified into three groups : (a) peripheral 
joints—hands, wrists, ankles, feet, and toes ; (6) proximal 
joints—elbows, shoulders, sterno-clavicular joints, hips, and 
knees ; and (c) spinal joints—cervical, dorsal, and lumbar. 
At the time of examination of 532 patients the peripheral 
joints were found to be affected in 520, the proximal joints 
in 416, and the spinal joints in 63. 

According to the history, the most frequently involved 
joints were the finger-joints, the wrists, and the knees ; the 
least frequently affected were the sterno-clavicular joints, 
the lumbar spine, and the dorsal spine. In 40% one joint 
alone was initially affected, while in 59% there was simul- 
taneous involvement of more than one joint. When the 
onset initially affected only one joint group, the site of 
the lesion in 90% of patients was one of the peripheral 
joints. In the whole series of 532 patients, peripheral joints 
were the first to be affected in 67%, the proximal joints 
in 29%, and the spine in only 4%. The view that the 
disease tends to affect joints symmetrically was also shown 
to be correct. Thus, the metacarpal joints of at least one 
of the hands had been affected in 378 (71%) out of 532 
patients. The right-hand joints were affected alone in 8% 
of patients, the left-hand joints alone in 3%, while the right- 
hand and left-hand metacarpal joints were affected in 59%. 
It is of interest to note that, in the case of every joint in 
the body with the exception of the ankles, the joints of 
the right side of the body were affected initially more 
often than the joints of the left side. This finding supports 
the view that the principal factor affecting the initial local- 
ization of the arthritis is excessive strain and usage of 


. joints. This would supply an explanation why joints of 


the hands and fingers are so frequently affected initially 
and why the right side is more*often the site of the lesion 
than the left. 

5. Radiological Appearance of the Joints ——Examination 
of radiological reports of 400 patients with rheumatoid 
arthritis showed that the following specific pathological 
changes were present in at least one joint in the proportion 
stated : 


Osteoporosis .. 93% Osteosclerosis i 2x 
Cartilage loss ee Osteophytes »» 22% 
Articular erosion .. 58% Subluxation. .- 2% 
Pseudocystic areas 38% Ankylosis .. sae 


6. Abnormalities of the Peripheral Circulation.—As 
already noted in Part J, such abnormalities were found to 
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be present at the time of examination in 55% of patients 
as compared with 12% of controls. 

7. Nodules and Ganglia—In 99% of controls both 
nodules and ganglia were’ absent, as against 81% of the 
patients. Nodules were present in 12% and ganglia in 8% 
of the patients. 

8. Other Organic Diseases Recorded at Medical Examin- 
ation—At. examination evidence of organic disease in 
systems other than the locomotor system was found in a 
surprisingly small proportion of cases—namely, 7% of 
patients and 4% of controls. 

9. Pulse Rate and Blood Pressure-——A pulse rate over 
79 was found in 47% of patients as compared with 27% of 
controls. No difference was found between the percentage 
distribution of the two groups in regard to systolic or 
diastolic blood pressure. 

10. Blood Sedimentation Rates.—Three different scales— 
Westergren, Wintrobe, and Spa—were used by the inter- 
viewers in recording the blood sedimentation rates of the 
patients. No method is known by which all three could 
be expressed on a common scale, and hence only a broad 
classification of the patients was possible according to the 
proportion regarded as having normal, slightly increased 
(e.g., 10-20 mm./hour Westergren), and moderately to 
markedly increased rates. Analysis of the results of this 
test showed that at the time of interview the rate was 
normal in 7% of cases, slightly increased in 17%, and 
moderately to markedly increased in 75%. There was a 
positive correlation between the proportion with an 
abnormal sedimentation rate and the joint groups affected. 
Thus 65% of those affected in one joint group, 77% affected 
in two joint groups, and 88% affected in three had 
moderately to markedly increased sedimentation rates 

11. Plasma Uric Acid—The level of uric acid in the 
plasma was determined in 412 patients. The resulting 
values all fell within the normal range except in three 
cases in which the levels were over 6.4 mg. per 100 mil. 

12. Presence of Anaemia.—Average haemoglobin levels 
were calculated for males and for both single and married 
females, and these were compared with the average levels 
in comparable groups of the general population as reported 
for Great Britain in 1943.* In the 1943 Medical Research 
Council survey 9.3% of normal males under 20 years 
of age, 6.5% of those aged 20-49, and 9.6% of those aged 
50 and over had a haemoglobin level of less than 90% 
(Haldane) ; but in the present series of rheumatoid arthritis 
patients 47% at ages under 25, 48% at ages 25-44, and 
54% at ages over 45 had levels of less than 90% estimated 
by various methods. Six per cent of single women and 
10% of married normal women had levels below 80% 
(Haldane) in the M.R.C. survey. Comparing the rheumatoid 
arthritis patients with that series, we find that 52% of 
single women and 32% of married women had levels below 
the 80% criterion. The analysis presented provides ample 
evidence of the associaiion between anaemia and 
rheumatoid arthritis. 

13. Loss of Weight.—The interviewers were asked to 
state whether the patients or controls were under weight, 
normal weight, or over weight. Since no guidance was 
given regarding the criteria to adopt in making this assess- 
ment, it must be inferred that the answers recorded were 
general impressions. On such an assessment it was found 
that 56% of patients were deemed under weight, 38% 
normal, and 5% over weight. Comparable figures for the 
controls were 16%, 67%, and 17%. 


* Haemoglobin Levels in Great Britain in 
Research Council Special Report Series No. 252. 











1943,” Medical 


Change in Weight.—In 90% of those classed in regard to 
nutritional level as under weight, in 52% classed as normal, 
and in 38% classed as over weight, the patients stated that they 
had lost weight since the onset. 

Appetite—A good appetite before onset was claimed by 
90% of both the patient and the control group. Twenty-five 
per cent of the patients, but only 3% of the controls who had 
a good appetite initially, asserted that they had lost appetite 
since the onset. These percentages were consistent for all age 
groups. 

It would appear, therefore, that the loss of weight in 
rheumatoid arthritis which so often occurs is largely due 
to the systemic effects of the disease rather than to the 
loss of appetite. 

Discussion 
The clinical pattern of the disease as described in 


standard textbooks has largely been confirmed. In contrast, 
the investigation of many factors frequently alleged to be 


of aetiological importance yielded mainly negative results . 


This carefully planned and time-consuming study clearly 
demonstrates the danger of the acceptance of uncontrolled 
clinical impressions too readily and the need for controlled 
investigations which can withstand critical statistical analysis 
Negative findings, however, have a real value if research is 
directed away from unfruitful fields into the investigation of 
more fundamental problems. None of the factors investi- 
gated has been found to be present in sucha high proportion 
of cases as to establish a direct aetiological relationship. In 
addition, their incidence was similar in both patients and 
controls. For certain factors, however, a_ statistically 
significant increase in incidence was found in patients 
compared with controls. The differences were small and 
for reasons already given may not be of aetiological 
importance. 

Further investigations are warranted, particularly into 
the familial incidence of the disease, the adverse influences 
of cold and damp, and the presence and significance of 
abnormalities of the peripheral circulation antedating 
onset. Recent work suggests that rheumatoid arthritis 
may belong to a group of diseases which develop as a result 
of a failure of the body to adapt itself to prolonged strains 
and stresses. If this hypothesis is accepted it is possible, 
but not proved, that certain physical, psychological, and 
infective states might produce rheumatoid arthritis in per- 
sons with an abnormally weak adaptation mechanism, and 
yet have no such effect in normal individuals. 

The discovery of cortisone suggests that the body’s 
capacity to meet various stresses may be closely linked with 
the integrity of the pituitary-adrenal system. When this 
system fails to function satisfactorily there follows a break- 
down in metabolism or in the immunity mechanism which 
may lead to a variety of pathological traumata. Hence 
the prevention and correction of such factors constitute 
an important part of the treatment of rheumatoid arthritis 
irrespective of whether these factors do or do not play aa 
essential part in initiating the disease. At the present time 
it is both honest and wise to admit our ignorance of the 
aetiological factors causing rheumatoid arthritis. Only 
by further carefully controlled investigations which will 
withstand statistical analysis can we hope to dispel the 


fog of ignorance and misconception which surrounds the | 


fundamental cause of the disease. 


Summary 


532 patients with rheumatoid arthritis and 532 controlled 


persons, comparable in age, sex, and civil state, were investi 
gated in regard to the significance of a variety of factors widely 
alleged to be of aetiological significance. In addition the 
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opportunity was taken of investigating the clinical pattern of 
the disease. 

In contrast to the clinical pattern of the disease, which 
was found to be in keeping with the standard textbook 
description, the investigation into alleged aetiological factors 
produced largely negative results. Most factors investigated 
were found to occur as often in controls as in patients. 

Information was obtained which suggests that further study 
is warranted into the influence of the familial factor, the effects 
of cold and damp and climate, abnormalities of the peripheral 
circulation, and the relation of pregnancy and the menopause 
io the aetiology of rheumatoid arthritis. 








THE PRESENT STATUS OF 
THE ADENINE NUCLEOTIDES IN THE 
BODILY RESPONSE TO INJURY 
BY 
M.A., M.D., M.Sc. 
AND 


H. B. STONER, M.D., B.Sc. 
‘From the Department of Pathology, University of Sheffield) 


H. N. GREEN, 


For some years research has been carried out in this de- 
partment into that bodily reaction to injury which is usually 
termed traumatic shock, and especially into the possible 
role of “toxic” metabolic factors in that condition. It 
was felt that the demonstration of the importance of fluid 
loss in the production of shock had led to an oversimpli- 
fication of the problem—a view supported by clinical and 
experimental work of our own (Green, Holdsworth, and 
Parkin, 1942 ; Green, 1943) and one which has received 
growing support from other centres (Haist and Hamilton, 
1944, 1945; Prinzmetal ef al., 1944, 1945; Mylon and 
Winternitz, 1946; Tabor and Rosenthal, 1947; see also 
Green, 1945). 

We have worked chiefly with muscle, since that is the 
tissue most involved in injury, and the early results showed 
that an extremely labile shock factor, which had the bio- 
logical properties of an adenine nucleotide, was present in 
muscle (Green, 1943). Dyckerhoff, Schércher, and Torres 
(1939) had prepared a muscle fraction which, given imtra- 
venously, was lethal to the rabbit. The active factor in 
this “ myotoxin ” was identified as adenosine triphosphate 
(A.T.P.) (Bielschowsky and Green, 1943). Dyckerhoff 
thought that thromboplastin played a part in the rapidly 
lethal effect of a fresh muscle extract given intravenously. 
We have shown that the toxicity of such an extract given 
by this route can be completely accounted for by: its 
nucleotide and thromboplastin contents (Green and Stoner, 
1947). However, the results of the intramuscular or intra- 
peritoneal injection of A.T.P. are more important than 
these acute effects, for under these conditions it produces 
a state closely resembling that seen after muscle ischaemia. 
This finding led us to a prolonged investigation of the 
biological properties of A.T.P. and related compounds 
(Green and Stoner, 1950). 


Nucleotide Shock and Ischaemic Shock 


This amplification of the early results (Green, 1943) ob- 
tained with an impure muscle fraction (My,) showed that 
pure salts of A.T.P. would, in doses of the order of 50-75 
mg. MgA.T.P. per 100 g. body weight, produce a condition 
of fatal shock indistinguishable, except for two features, 
from that following hind-limb ischaemia in the same species 


TaBLeE I.—A Comparison of the Effects of Nucleotide and of Injury 








(Hind-limb Ischaemia) 
A.T.P. Injury 
ioe Effects : 
ie - Presen Present 
. 99 * 
Blood vessels . Dilated Dilated 
Chemotaxis .. Positive Negative 
Electrical changes Development of potential iy difference (cur- 
difference rent of injury) 
General Effects: 
Survival time . . Proportional to dose oe to severity 
Blood pressure Progressive fall after de- Gradual fall—oecasional 
lay hypertension in early 
Stages 
Pulse rate Decreased Increased—then de- 
creased 
Blood volume ; a Decreased 
Haemoconcentration High degree Higher but simi- 
lar if allowance made 
= * noes of tahestes 
Skin mitosis .. Reduced greatly Suppreteed 
ocytosis Present Present 
Respiratory rate Decreased Decreased 
ly temperature ” ” 
O, consumption Low Low 
Liver glycogen Reduced Reduced 
Blood sugar ’ -. | Increased ary 
Resistance to infection | Reduced educed 
Urine production Strongly depressed. Anti- ee Anti- 
diuretic action diuretic action 
Blood N.P.N. Raised Raised 
Renal vessels . . Ditated Constricted 
Effect of: 
MgSO, oa Severity greatly increased | Severity increased 
Clotting factor Sensitivity greatly in- | Sensitivity not affected 
crease: 
Myohaemoglobin Severity greatly increased Severity increased 
Nati .. i ~ a prophylactic a! gs prophylactic 
a , ‘ect effect 
Quinine and mepacrine —— prophylactic | No prophylactic effect 
e 
Variations in external | Response profoundly | Response affected simi- 
temperature affected larly 











(Table I). The two points of difference are that in A.T-P. 
shock the heart rate falls earlier and more profoundly and 
that A.T.P. usually dilates the renal vessels. These differ- 
ences may not be of crucial importance, since in naturally 
occurring shock afferent impulses from damaged tissue 
arouse widespread sympathetic activity, resulting in tachy- 
cardia and renal vasoconstriction. Trueta ef al. (1947) have, 
however, shown that after ischaemia of a de-afferented 
limb renal vasodilatation occurs. After nucleotide injection 
there may be a different type of sympathetic stimulation, 
and this may explain the difference. 

Nucleotide and ischaemic shock also respond similarly 
to certain other agents, some of which increase the severity 
of the condition whilst others have a therapeutic action 
(Table 1). Perhaps the most important of these agents is 
magnesium, for in both cases Mg++ administration greatly 
increases or accelerates the severity of the symptoms and 
reduces the amount of bodily insult required for a fatal 
issue (Green and Stoner, 1944, 1950). There are apparent 
exceptions, however, for although the intravenous injection 
of clotting factors (thrombin, thromboplastin) greatly accel- 
erates the shock-inducing action of A.T.P. we could not 
influence ischaemic shock in this way. This may mean only 
that our experimental conditions were not comparable, for 
the changes in blood coagulability in shock are very compli- 
cated (Macfarlane, 1937; Yudin, 1937; Irish et al., 1945). 

Again, although quinine and mepacrine, within certain 
narrow limits, have a striking prophylactic action in 
nucleotide shock, we have failed to show a similar action in 
ischaemic shock. These differences are discussed more fully 
elsewhere (Green and Stoner, 1950), and they are thought 
to be a reflection of the technical difficulties in trying to 
imitate a-.continuous integrated bodily reaction by the 
injection of a finite amount of a chemical solution. 

Although the similarities between nucleotide shock and 
ischaemic shock are quite striking they serve only to show 


sec ee 
as 


Sells PTR ITE 


sina s 


7 


ES 


teat erates 











806 Aprit 8, 1950 


ADENINE NUCLEOTIDES IN RESPONSE TO INJURY 


BRITISH 
MEDICAL JOURNAL 





that the higher adenine and hypoxanthine nucleotides 
produce a true state of shock-on animal injection. The 
data indicate a possible role for the nucleotides in naturally 
occurring shock but do not allow any conclusions to be 
drawn. Even the similar response to magnesium, which 
in the case of the nucleotide derivatives seems to be specific, 
is only an encouragement to further work. 


Distribution of Nucleotides 


To prove that nucleotides are concerned in the response 
of the body to injury it would have to be shown that the 
normal distribution of the nucleotides in the body is altered 
after injury, and that they are released from the damaged 
tissue in substantial amounts. Their accumulation in some 
distant organ, with the production of a_ biochemical 
“lesion,” is also a possibility to be considered. Work on 
this problem is hindered by ignordnce of the intimate 
mechanism of nucleotide shock itself and by the lack of 
definition in the chemical methods available for estimating 
small changes in the body nucleotides. Hitherto we could 
not estimate A.T.P. directly, and alterations in nucleotide 
distribution have been assessed from the results of separate 
assays of the adenosine, pentose, and phosphate fractions. 
For the most part these limitations apply to the work of 
other authors in this field, but recent chemical developments 
(Kalckar, 1944; Carter and Cohn, 1949) suggest that this 
phase may be at an end. 

The effect of trauma on the distribution of nucleotides in 
the body has been studied in several different species and 
in several types of injury. The rabbit provided the most 
conclusive. evidence of an alteration in the level of nucleo- 
tide derivatives in the blood (Stoner and Green, 1944, 
1945a, 1949a, 1949b). In this species various forms of 
injury were accompanied by a highly significant (P=0.01) 
increase in the adenosine equivalent of the whole blood. 
Moreover, this increase was similar to that seen after the 
intramuscular injection of a fatal dose of A.T.P. (Table ID). 


Tasie Il.—Jnfluence of Various Forms of Trauma on the Adenosine 
Equivalent of the Whole Blood and the Tutal Plasma Pentose 


Level in Animals 
































j 
Aver. max. Percentage; Aver. max. Percentage 
Change in Adenosine Change in Total 
Equivalent of Whole Pentose Level of 
Type of Trauma Blood in Rabbit Plasma in Rat 
Trauma | Control | Trauma | Control 
Group Group Group Group 
Orthostatic circulatory failure + 46 + 12 —_ — 
Hind-limb ischaemia .. “a + 60 + 23 + 54 — 0-7 
+ 50* — 2-6* 
Direct muscle trauma .. + 39 + Il + 33 — 0-7 
Dehydration shock ws + 40 + 12 —_ 
i fx ee in + 50 — 13 a= — 
wMgATP. (600 mg/kg. body 
-tE. mg. y 
welett) ee Fb “a + 54 — + 45 — 07 
* Rabbit. 


Chemical analyses also revealed an increase in both the 
total and the phosphorylated pentose of the plasma, but 
the changes in the phosphate fractions were less striking, 
for, although the inorganic phosphorus fraction always 
rose after injury, the changes in the “seven-minute ” 
(easily hydrolysable) phosphorus fraction were inconsistent. 

Similar evidence was obtained in man, in whom experi- 
mental ischaemia of both legs for 30 minutes was followed 
by an increase in the adenosine equivalent of the whole 
blood (Stoner and Green, 1945b). In battle casualties also 
the plasma inorganic phosphorus fraction was raised, the 
extent of the rise varying directly with the amount of 
damaged tissue (Green, Stoner, Whiteley, and Eglin, 1949). 
This effect on the plasma inorganic phosphorus is well 


known (Duncan, 1943 ; Mylon et al., 1943 ; Allison ez al.. 
1947), but its relation to the degree of injury had not 
previously been stressed. 

The total and the phosphorylated pentose fractions in 
the plasma were also increased significantly, and showed 
a correlation with the severity of the injury and the clinical 
state. The adenosine equivalent of the whole blood of these 
battle casualties showed a small but not significant rise, 
whilst the adenosine equivalent of the plasma was raised 
significantly though without obvious relation to the clinical 
state. We have now obtained evidence that the phospho- 
rylated pentose content of the plasma is increased in the 
pregnancy toxaemias and eclampsia, evidence which may 
point to a role for uterine ischaemia in the genesis of these 
conditions. 

Conflicting results have been obtained in the rat, for. 
although trauma in this animal causes a fairly large rise 
in the plasma inorganic phosphorus and total pentose 
(Green, Stoner, and Bielschowsky, 1949), no consistent 
change in the adenosine equivalent of the blood has been 
demonstrated. However, though the plasma pentose in the 
rat rises after the injection of fatal doses of A.T.P. to 
similar levels, no detectable change occurs in the adenosine 
equivalent of the whole blood. 


Confirmatory Evidence 


Independent confirmation of these findings is to be found 
in the literature. Zipf (1931, 1932) stated that the adenosine 
content of the blood is increased during reactive hyper- 
aemia, but no experimental details were given. Billings and 
Maegraith (1937) found an increase in the adenosine equiva- 
lent of the blood draining the ischaemic limb of a rabbit, 
and similar results are recorded by Dubois-Ferriére (1945a). 
Cullumbine (1947) found increases in the adenosine equiv- 
alent of the blood of the rabbit after mild thermal injury 
and after the injection of leucotaxine. Kellaway and his 
co-workers, using perfused organs, have shown that cobra 
venom and Cl. welchii toxin lead to the liberation of adenyl 
compounds (Kellaway and Trethewie, 1940; Kellaway, 
Trethewie, and Turner, 1940). Kalckar and Lowry (1947), 
using chemical methods, found a small increase in the 
amount of adenyl compound in the blood coming from 4 
previously ischaemic limb (dog, rabbit). 

All of which makes it highly probable that injury alters 
the distribution of nucleotide derivatives, and that the 
increase in their level in the blood stream is a reflection 
of this. Though the increase seems to occur in the fluid 
compartment of the blood, it is nevertheless extremely 
difficult to assess if it has any significant biological effect 
Since shock-inducing activity under normal conditions is 
possessed only by higher members of the nucleotide series 
it becomes essential to know precisely what compounds are 
present in excess in the blood. Unfortunately no exact 
statement can yet be made, since the methods so far em- 
ployed reveal only rises in various fragments of the A.T.P. 
molecule. If these fragments were isolated, and not com- 
bined in some degree in the form of nucleotides, they would 
probably cause a relatively slight biological disturbance 
Until more delicate chemical methods can be applied we 
must be content with an estimate reached from a broad 
consideration of the data. This suggests that the excess 
is composed of a mixture of the higher nucleotides (A.T.P., 
A.D.P.) and their breakdown products, of which adenylic 
acid forms the major fraction. 


Shock-inducing Dose 


The discrepancies in the rat experiments probably reflect 
the greater rate of breakdown of these compounds in the 
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small animal, for the pentose results indicate that the re- 
sponse of the rat is not fundamentally different from that 
of the rabbit and man. It is worth emphasizing here that 
the shock-inducing action of inosine triphosphate (1.T.P.) is 
almost as great as that of A.T.P. The acute effects of A.T.P. 
on the cardiovascular system after intravenous injection 
are reduced twentyfold by deamination; -only a slight 
change in shock-inducing activity is thus produced. Hence 
determinations of the pentose, particularly of its phospho- 
rylated fraction, may give a better indication of the presence 
of shock-inducing nucleotides than assays of the adenosine 
content. ‘ 

Even if we had precise knowledge of the nucleotide 
changes in the blood in shock its biological significance 
might still be difficult to assess. We know, within broad 
limits (see Green and Stoner, 1950), the shock-inducing dose 
of A.T.P., but a large proportion of that dose is broken 
down before it reaches the receptor tissues. We have also 
evidencé that A.T.P. itself, rather than one or more of its 
metabolites, is the active substance, though the effective 
dose of A.T.P. must form a quite small fraction of the total 
amount injected. However, we can find some present en- 
couragement in the fact that the changes in the nucleotide 
content of the blood in A.T.P. shock are not greater than 
those found in traumatic shock. , 

The source of the excess nucleotides and their derivatives 


in the blood is most likely to be the damaged tissue itself, - 


and in particular muscle, which is rich in these compounds. 
There is direct evidence for this in that the plasma pentose 
content in the blood coming from a limb which has been 
ischaemic is greater than in the plasma from the opposite 
normal limb or from the heart. Here still another difficulty 
in interpretation arises. All forms of shock, especially that 
due to burns, are accompanied by an increased fragility of 
the red cells, and since these contain large amounts of 
nucleotide one has to try to assess what contribution 
haemolysis makes to the excess plasma pentose. The rise in 
the adenosine equivalent of the whole blood, together with a 
lack of correlation with the degree of haemolysis, suggests 
that it does not make a major contribution. 


Changes in Ischaemic Muscle 


Additional evidence should be found in the damaged 
tissue itself. We are here primarily concerned with the 
changes in ischaemic muscle, for most, if not all, methods 
of producing injury cause a temporary decrease in the 
local blood supply. Here we run into further difficulties, 
for it is now known that major changes in the nucleotide 
content of the muscle occur during the period of ischae- 
mia—that is, before the return of the circulation to the 
part. These changes resemble those occurring during 
autolysis, and at an early stage in our work (Green, 1943) 
it was found that ischaemic muscle contained less A.T.P. 
than normal muscle. Subsequent workers in this field have 
shown that this is primarily due to the dephosphorylation of 
A.T.P. (Bollman and Flock, 1944), deamination also occur- 
ring when very complete occlusion of the blood supply is 
achieved (Macfarlane and Spooner, 1946). Both groups 
of workers found that the A.T.P. present in the intact 
muscle of the rat was largely hydrolysed by the end of a 
three-hour period of ischaemia, and if the circulation to the 
limbs was restored at any time during this period resyn- 
thesis and storage of the A.T.P. content of the muscle soon 
occurred. Such a period of ischaemia was not fatal. When 
the circulation was restored after longer (fatal) periods of 
ischaemia the A.T.P. content of the muscle did not increase 
and it was claimed that no resynthesis occurred. These 
authors therefore concluded that there was no evidence for 


the liberation of A.T.P., as such, from the damaged muscle. 
It should, however, be noted that after fatal periods of 
ischaemia the pentose content of the muscle was reduced, 
indicating that at least some fragments of the nucleotide 
molecule passed out of the muscle. 

At first sight this seems strong evidence against the 
involvement of A.T.P. itself in the production of shock. 
However, it is doubtful if one can in this way exclude the 
possibility of A.T.P. resynthesis in the muscle after long 
periods of ischaemia, since what is really being measured 
is the muscle content of A.T.P., which might depend on 
its ability to store the nucleotide. Experiments carried 
out in this laboratory have led to ‘rather different 
conclusions. 

The first step was to find whether resynthesis of A.T.P. 
by muscle which had been ischaemic for a fatal period was 
possible. The synthetic ability of such muscle in vitro was 
found to be unimpaired (Bielschowsky and Green, 1945). 
It could therefore be postulated that on restoration of «he 


circulation resynthesis of A.T.P. would occur in the muscle © 


even after long periods of ischaemia, but that after suffici- 
ently prolonged anoxia the permeability of the cell mem- 
brane is so impaired that the A.T.P. formed cannot be 
stored. One can speculate further and say that it is only 
when this change has occurred that the degree of injury 
reaches fatal proportions. We have no proof yet that this 
is what actually happens, but the in vitro experiments do 


.show that the work cited above does not exclude the 


possibility that the adenine nucleotides play a part in the 
response to injury. 


Fall in A.T.P. Content 


Observations on the phosphate, pentose, and adenosine 
contents of rat muscle during ischaemia (Bielschowsky, 
1947 ; Green, Bielschowsky, and Stoner, 1947) confirm the 
decrease in its A.T.P. content. However, although the level 
of this compound falls very low even after very long 
periods (28 hours) of anoxia, it never completely disappears. 
When tourniquets were applied to both hind legs, one being 
removed after four hours, the level of these nucleotide 
fragments continued to fall at a greater rate in the post- 
ischaemic than in the opposite still ischaemic limb. These 
and other experiments show quite clearly that there is some 
loss of nucleotide components from muscle in the post- 
ischaemic state. In this connexion it may also be significant 
that phosphorylated pentose, adenosine-like substances, and 
easily hydrolysable (seven-minute) phosphate were all found 
in the cell-free exudate from these limbs. 

Once again, does this represent a loss of nucleotide 
fragments or of intact biologically active nucleotide ? We 
must await the application of more delicate chemical 
methods for an answer, but until it can be shown that no 
higher nucleotide leaves the muscle .under these conditions 
A.T.P. and other nucleotides with a shock-inducing action 
must remain in the list of possible metabolic factors con- 
cerned in the mechanism of traumatic shock. 

It must also be remembered that, while the nucleotide 
components such as adenosine, inosine, adenylic and 
inosinic acids, and ribose phosphate have not, except at 
very high dosage, a shock-inducing action, in the presence 
of excess magnesium in the body they become shock- 
inducing (Green and Stoner, 1944, 1950). There is an 
increase in the magnesium content of the plasma in 
ischaemic shock (Stoner and Green, 1949b), and the source 
of this increase is probably the damaged tissue. The 
possibility of this or other potentiating agents affecting not 
only the biological activity of A.T.P. but in particular its 
derivatives must be borne in mind. Such a possibility has 
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an obvious bearing not only on the type of compound that 
might be concerned but also on the amount which might 
be required for inducing the shock state. 

The alterations in the nucleotide content of the tissues 
in shock have been approached from another angle 
by Potter and his co-workers (McShan ef al., 1945; Le 
Page, 1946a, 1946b). Shock may be characterized as a low 
energy state of the body, and they have argued that, since 
much of the energy for metabolism is derived from the 
high-energy phosphate bonds of A.T.P., shock might be 
associated with, and due to, a generalized reduction in the 
body content of this substance. The work of this group 
is difficult to evaluate, but they claim to have produced 
evidence supporting this “energy depletion” theory. The 
theory is an attractive one, but Goranson, Hamilton, and 
Haist (1948), in more careful experiments, have found no 
evidence in favour of it. Summing up, it would seem that 
the alterations in nucleotide distribution in shock are such 
that, though their true meaning cannot yet be assessed, 
they obviously demand continued study. 


Inflammatory Response to Injury 


Our work on nucleotide changes in the damaged area 
has prompted speculations on the part they might play in 
the local inflammatory response to injury. Since the work 
of Lewis (1927) it has usually been thought that histamine, 
or related compounds, produced the local vascular changes. 
Histamine has of course also been suggested as a factor in 
the production of the general reaction to injury. The 
differences between histamine shock and the naturally 
occurring condition, and the inability of many careful in- 
vestigators to demonstrate any liberation of histamine from 
injured tissue, have largely discredited this view (Code et al., 
1938 ; Macdonald and Woolfe, 1938 ; Kwiatkowski, 1941 ; 
Emmelin, Kahlson, and Wicksell, 1941). 

Sufficient claims (Barsoum and Gaddum, 1935a, 1935b ; 
Anrep ef al., 1936, 1944; Billings and Maegraith, 1937 ; 
Rose and Browne, 1942; Dekanski, 1945; Behrmann, 
et al., 1946; Kellaway, 1947) for such a liberation have, 
however, been made to prevent the total eclipse of “he 
theory. In recent years its potential sphere of activity has 
been mainly restricted to participation in the local effects 
of inflammation, and particularly in the allergic form. By 
the use of the antihistamine group of drugs the role of 
histamine in the allergic response has been confirmed, but 
histamine participation in the general response to injury 
has not (Ederstrom ef al., 1948), a finding which has cast 
serious doubts on its possible role in the local effects of 
injury (Emmelin and Emmelin, 1947 ; Folkow, Haeger, and 
Kahlson, 1948 ; Lowry and Code, 1948). 

The cellular changes in acute inflammation have been 
attributed to the action of polypeptides such as leucotaxine 
(Menkin, 1940), but complete proof of this is still awaited. 
It tends to be forgotten that the pentose nucleotides had 
an early reputation as stimulants to leucocyte proliferation, 
and that Drury (1936) demonstrated the local leucotactic 
action of adenosine. In the search for tissue metabolites 
which might be concerned in the acute inflammatory reaction 
the adenine nucleotides must be seriously considered, for 
they will reproduce not only the vascular changes (Dubois- 
Ferriére, 1945b) but the local and general cellular responses 
(Dubois-Ferrigre, 1945b). In this connexion breakdown 
of the nucleotides in the damaged cells will not affect the 
issue, since these effects can be produced with the nucleo- 
side fraction—that is, adenosine—of the A.T.P. molecule. 

A further local effect of tissue damage is the appearance 
of a current of injury. Much use has been made of this 


in the diagnosis of acute coronary insufficiency where the 
current of injury arising in the ischaemic muscle gives 
characteristic changes in the electrocardiogram. We have 
recently shown (Stoner, Green, and Threlfall, 1948) that 
these electrocardiographic changes can be reproduced by 
applying very small amounts of the higher adenine nucleo- 
tides to the surface of the heart, and have brought forward 
evidence suggesting that these changes are due to the 
liberation of phosphate groups from the nucleotide in 
ischaemic cardiac muscle. 


Conclusion 


How are we to answer the question with which we are 
here concerned ?, Do the adenine nucleotides play any 
part in the causation of the local and general responses to 
injury ? We have noted the evidence on both sides, and 
it would seem that at present our answer must be the old 
Scottish verdict of “not proven.” 

There is indeed prima facie evidence in favour of the 
hypothesis, but there is no evidence which permits a definite 
conclusion. It should not, however, be forgotten that 
there is sound evidence that nucleotide components are 
released from damaged tissue. Nor is the shock-inducing 
action of the higher nucleotides, nor of some of their 
breakdown products in the presence of potentiating agents. 
in question, but only the important practical point of their 
biological potency in the blood and tissues of the shocked 
animal. 

The final answer may require much further work, and 
results already obtained suggest that such work may not be 
wasted ; indeed, it has already yielded a subsidiary harvest 
of knowledge on the local and general effects of tissue 
ischaemia and on the biological action of the nucleotides 
Whatever the outcome of this work one may be quite certain 
now that metabolic factors other than the nucleotides will 
be found to be concerned. Of these, histamine has been 
discussed above, and adrenaline, acetylcholine, callicrein. 
potassium, magnesium, clotting factors, bacterial toxins. 
and myohaemoglobin have been dealt with in a previous 
review (Green, 1945). Since then “sludged” blood 
(Knisely et al., 1945, 1947) and apoferritin (Mazur and 
Shorr, 1948) have been added to the list. The exact role 
of most of these factors is no more certain than is that of 
the nucleotides. 

The problem of the mechanism of shock is still an open 
one, and even when all the important factors have been 
characterized it will be some time before their relative 
importance to and their reactions with each other can be 
elucidated. 

The expenses of this work were defrayed by the Medica! 
Research Council, and one of us (H.B.S.) is in receipt of « 
whole-time grant from this source. 
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The Prime Minister of Northern Ireland, Sir Basil Brocke, 
has accepted from the National Corporation for the Care of 
Old People a gift of £50,000 for the establishment of rest 
homes in Northern Ireland. Some time ago the Corporation 
received £170.000 from the gift of £1,000,000 to the people of 
Britain from the people of South Africa, and the whole of the 
allocation has been earmarked to provide rest homes for the 
infirm in Britain. The sum given to Northern Ireland is to be 
used to build one or two homes. 
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SURGICAL TREATMENT 
OF SPONTANEOUS SUBARACHNOID 
HAEMORRHAGE 


PRELIMINARY REPORT 
BY 


MURRAY A. FALCONER, M.Ch., F.R.C.S. 
F.R.A.C.S, 


(From the Neurosurgical Unit, Dunedin Hospital and Otago 
University, New Zealand) 


Between May, 1946, and August, 1949, 40 consecutive 
patients with recent subarachnoid haemorrhage were 
referred to this unit for surgical investigation and treatment. 
This preliminary report outlines the results obtained, and 
advocates the routine surgical management of all cases of 
this condition. 


Prognosis of Subarachnoid Haemorrhage Treated 
Conservatively 


Spontaneous subarachnoid haemorrhage is a treacherous 
and deadly condition, and occurs at all age periods. It is 
usually treated by rest and quiet, and statistics from various 
sources show that in most general hospitals between 50 
and 60% of patients die and only 15 to 30% make a satis- 
factory recovery (Taylor and Whitfield, 1936 ; Richardson 
Magee, 1943; Hamby, 1948). The 
Dunedin Hospital figures for 1943-7 were 45% and 19% 
respectively. A striking feature of the condition is the 
frequency with which bleeding recurs. In this connexion 
the above statistics show that about one-third of the patients 
die within a few days of their initial attack ; one-half of the 
survivors then develop another attack while they are still 
in hospital and two-thirds of these die. The incidence of 
these recurrent attacks reaches its maximum peak about the 
third week after the initial attack, and falls sharply after the 
first month, but a few patients are still liable to a later 
attack (Magee, 1943). Ultimately only 40 to 50% of those 
who are stricken by subarachnoid haemorrhage leave 
hospital, and a large proportion of these are disabled. 

Aetiology.—The lesion commonly responsible for the 
bleeding is a leaking congenital aneurysm on the circle 
of Willis or adjacent arteries. Several well-documented 
clinico-pathological studies have established this (Symonds, 
1924; Richardson and Hyland, 1941; Magee, 1943). 
Uncommon causes include leaking arteriovenous malfor- 
mations (arteriovenous aneurysms) and rupture of ap 
atheromatous artery. Many cases of leaking congenital 
aneurysm also have a massive intracerebral haemorrhage 
associated with the subarachnoid haemorrhage (Richardson 
and Hyland, 1941). 


Recorded Surgical Experiences 


Several surgeons have explored the possibilities of 
operative intervention in subarachnoid haemorrhage. The 
methods tried range from carotid artery ligation (Dott, 
1933) to direct intracranial measures, such as wrapping of 
hammered muscle around the aneurysm (Dott, 1933), 
incision of the aneurysm with packing of muscle into its 
interior (McConnell, 1937), clipping of the neck of the 
aneurysm (Dandy, 1938), trapping of the aneurysm by 
occluding the parent artery on either side of it (Fincher, 
1939), and shrivelling of the aneurysmal sac with diathermy 
(Dandy, 1944). There are two recorded cases of excision 
of the aneurysm itself (Cone, 1939 ; Dandy, 1944). 
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In assessing the risks of carotid ligation for intra- 
cranial aneurysm, a distinction must be made between 
ligation for leaking aneurysm and ligation for non-leaking 
aneurysm. In the presence of subarachnoid bleeding, 
carotid ligation has usually carried a mortality of between 
20 and 30% or even higher. Thus Schorstein, in 1940, in 
reporting the collective experience of the Society of British 
Neurological Surgeons, recorded five deaths in nine cases 
of bleeding aneurysm, as opposed to three deaths in 
22 cases of non-bleeding aneurysm. Dott (Hermann, 
Obrador, and Dott, 1937) has recorded a mortality of 25% 
in 12 cases of lecking aneurysm, and Krayenbiihl (1946) a 
mortality of 30% in 20 cases. Most of these cases have 
been treated by internal carotid ligation. Rogers (1945) 
performed common carotid ligation in six cases of leaking 
aneurysm with one death. 

Dott, in 1933, was the first to deal successfully with a 
leaking intracranial aneurysm which he exposed via a 
frontal craniotomy. His case was one of bleeding 
aneurysm on the intracranial internal carotid artery, which 
he wrapped with hammered muscle, and his patient sub- 
sequently lived an active life for nine years, dying of 
another cause (Dott, 1948—personal communication). 
Several other surgeons, including Ténnis (1936), Ccne 
(1939), Jefferson (1947), and Swain (1948), have also had 
success with an occasional case of bleeding aneurysm 
treated by an intracranial procedure. Dandy (1944), with 
the largest experience of intracranial attacks on aneurysms, 
encountered at operation 36 cases, 30 of which he treated 
by various local measures, with nine deaths. Few of his 
cases, however, had a history of recent bleeding. 


Case Material and Results in this Series 


The 40 consecutive cases of subarachnoid haemorrhage 
which form the subject of this report were investigated and 
treated surgically, with five deaths (12.5% mortality rate) 
and 26 good recoveries, the patients resuming their full lives 
without appreciable disability (65% satisfactory recovery 
rate). Five further patients, although disabled, are still 
able to lead useful lives. The ages of the patients varied 
from 9 to 67 years, and 18 were males and 22 females. 
Included in the group were: (a) 30 cases of leaking intra- 
cranial aneurysm (31 demonstrated aneurysms)—four died 
and 26 recovered ; (b) three cases of leaking arteriovenous 
malformation—all cured ; (c) one case of massive intra- 
cerebral clot associated with subarachnoid haemorrhage 
occurring from a leak of the circle of Willis without 
aneurysmal formation—cured ; and (d) six cases in which 
the bleeding-point was not disclosed by carotid arterio- 
graphy—one died and five recovered. 

In most cases surgical investigation was started within 
a few days of the last attack of bleeding, and in all except 
three cases the cerebrospinal fluid was still blood-stained or 
xanthochromic. Most of the patients (62%), having 
developed recurrent bleeding while still in hospital, were 
regarded by medical colleagues as being in grave jeopardy. 
Half the patients were transported to this unit by air 
ambulance, and they stood the journey well. 

As our experience grew we established a routine for 
investigating and treating patients. First, carotid arterio- 
graphy is performed to locate and identify the lesion. 
Immediately after this, ligation of the common carotid 
artery on the appropriate side is performed in one or more 
stages, followed later in some cases by internal carotid 
ligation. Subsequently, a direct attack is made upon the 
aneurysm if it is accessible. A few cases, however, are 
attacked direct without preliminary carotid ligation, as 
when the arteriographic studies indicate that owing to a 
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brisk collateral circulation the blood flow through the 
affected artery will not be appreciably affected by the 
ligation. 
Carotid Arteriography 

The method of arteriography preferred is that devised by 
Moniz (1934), in which the common carotid artery is ex- 
posed low in the neck between the two heads of the sterno- 
mastoid muscle and injected under direct vision. The 
exposure is done aseptically, usually under local analgesia, 
with the patient in position on the radiographic table. In 
some earlier cases the internal carotid artery was exposed 
instead, and in an odd case a percutaneous arteriogram 
was taken. The great advantage of the Moniz procedure 
is that at the completion of the x-ray examination the 
common carotid artery is exposed, ready for prompt 
ligation. A 35% (occasionally 50%) diodone compound 
solution was the contrast medium used in most cases, as it 
is safe and is subsequently excreted in the urine. 

Altogether carotid arteriography was undertaken in 38 
of the 40 cases, the first two in the series being located by 
clinical signs alone. Localizing signs, however, were present 
in only half of my cases, and so both the right and the left 
carotid arteries were usually injected. In one case two 
aneurysms were disclosed, and the 31 aneurysms demon- 
strated in 30 patients were situated as follows: 14 on the 
intracranial internal carotid artery, five at the bifurcation 
of the internal carotid artery, three on the middle cerebral 
artery, and nine on the anterior cerebral artery. Of the 
three arteriovenous malformations, one was disclosed in the 
cortical distribution of the middle cerebral artery and two 
were within the lateral ventricle in the distribution of the 
posterior cerebral artery. 

Carotid Ligation 

This is the sheet-anchor of the operative treatment or 
intracranial aneurysm, but it has dangers and limitations 
Internal carotid ligation in particular was apt to be followed 
by hemiplegia, and this complication was not always ob- 
viated by prompt release of the ligature as soon as the 
first signs of hemiparesis appeared, presumably because a 
spreading thrombosis of the artery had already developed 
The principle of carotid ligation, of course, is to reduce the 
blood flow through the affected artery, and consequently 
to lower the arterial pressure within the aneurysm, in 
order to encourage sealing of the leak by intra-aneurysmal 
clotting. 

After experience of internal carotid ligation in 10 cases, 


stage-ligation of the common carotid artery was adopted _ 


as our routine method. In this a silk ligature is passed 
around the common carotid artery, and the artery is then 
narrowed by one-third or. one-half. Two or three days 
later the neck wound is reopened and the carotid tied 
tightly. It is often wise, at a later date, to expose the inter- 
nal carotid artery in the neck and tie it completely, because 
after common carotid ligation a blood flow through the 
internal carotid artery becomes established from a retro- 
grade flow down the external carotid artery. As a second- 
ary effect of this collateral circulation we observed, ip one 
case of aneurysm of the intracranial internal carotid artery, 
a third-nerve palsy (due to compression of the nerve by the 
aneurysm) appear within a week of common carotid liga- 
tion. Thus common carotid ligation, although generally 
effective, may not be suificient of itself for the permanent 
relief of an aneurysm on the intracranial carotid artery, 
and in such circumstances should be followed by ligation 
of the internal carotid artery. 

No instance of hemiplegia that could be ascribed to the 
ligation occurred in 14 cases treated by stage-ligation of the 
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common carotid artery, whereas four cases of hemiplegia 
due to spreading post-ligation thrombosis occurred after 
primary internal carotid ligation, arid one of these proved 
fatal. Altogether, carotid ligation, either common or inter- 
nal, was performed in 24 cases with four deaths, but two of 
the deaths were due to the effects of an unrelieved 
massive intracerebral clot. 


Intracranial Procedures 


Although carotid ligation alone is effective in many cases, 
particularly internal carotid ligation for aneurysm of the 
intracranial internal carotid below the circle of Willis, its 
effect in other aneurysms may be only temporary. Thus 
aneurysms on the circle or its distal arterial branches may 
again cause trouble, once the collateral supply from the 
opposite carotid artery becomes fully established. Even 
an aneurysm on the intracranial internal carotid may fill 
by reflux from the circle of Willis, as demonstrated in one 
case in which percutaneous arteriography, performed on 
the opposite carotid 15 months after internal carotid liga- 
tion, again showed up the aneurysm, much smaller in out- 
line but present none the less. Therefore it has been our 
policy, whenever practicable, to follow up carotid ligation 
with an intracranial approach to the aneurysm. 

By means of a frontal craniotomy similar to that used 
for a pituitary tumour, the whole course of the intracranial 
carotid artery can be readily exposed, as well as the 
proximal part of the middle cerebral artery and the anterior 
cerebral artery up to and including the anterior communi- 
cating artery. The distal course of the anterior cerebral 
artery can then be exposed by retracting tke mesial surface 
of the frontal lobe from the falx, while the distal course 
of the middle cerebral artery can be exposed by splitting 
open the fissure of Sylvius. Most intracranial aneurysms 
causing subarachnoid haemorrhage are situated on one or 
other of these arteries. 

A direct attack was carried out 19 times in 18 of the 
30 patients with intracranial aneurysm. There was only 
one death. Of the 17 survivors 13 recovered without 
residual disability. Six patients were treated by an intra- 
cranial procedure alone, without resort to carotid ligation. 
Various local measures were employed once the aneurysm 
was exposed : in eight cases hammered muscle was wrapped 
around it; in five cases an aneurysm on the intracranial 
internal carotid was trapped between a ligature applied to 
the artery in the neck and a silver clip placed across the 
artery above the aneurysm but below the circle of Willis ; in 
four cases (with five aneurysms) the neck of each aneurysm 
was occluded with a silver clip; while in the remaining 
case a clip was placed across the anterior cerebral artery 
immediately proximal to the aneurysm. 

The methods most favoured are trapping of the aneurysm, 
Whenever practicable, and wrapping of the aneurysm 
with muscle. The placing of a clip across the neck of an 
aneurysm is apt to tear it and cause bleeding. Three 
cases of intracranial aneurysm were associated with massive 
intracerebral haemorrhage, and in one of these the clot 
was successfully evacuated from within the temporal lobe, 
while the responsible aneurysm on the internal carotid 
artery was wrapped with muscle. The other two cases were 
not attacked intracranially, and both died of the effects 
of unrelieved raised intracranial pressure. 

Besides the 18 cases of intracranial aneurysm, four of the 
10 cases due to lesions other than aneurysm were also sub- 
mitted to an intracranial procedure. All four recovered. 
Three were instances of bleeding arteriovenous malfor- 
mation: one of these in the parietal region was excised as 
advocated by Olivecrona and Riives (1948), while the 


remaining two cases, both situated within the lateral ven- 
tricle in the distribution of the posterior cerebral artery, 
were submitted to a lateral craniotomy with clipping of 
the posterior cerebral artery at a point lateral to the crus 
cerebri. The fourth case—one of massive clot within the 
frontal lobe due to a leaking point on the anterior cerebral 
artery without aneurysmal formation—was treated by 
evacuation of the clot and wrapping of the affected artery 
with muscle. 


Fatal Cases 


There were five deaths—Cases 2, 4, 22, 26, and 32 in the 
series. All were examined post mortem. In Case 2, ex- 
plored intracranially without preliminary arteriography, 
torrential bleeding was encountered from an aneurysm of 
the internal carotid artery, which was then treated by an 
emergency internal carotid ligation in the neck, plus wrap- 
ping of muscle around the aneurysm. Death occurred from 
spreading thrombosis of the internal carotid artery leading 
to infarction of the brain. In Case 4 a midline aneurysm 
was present on the anterior cerebral system. One internal 
carotid artery was ligated, and subsequently the necropsy 
revealed an anomaly of the circle of Willis (disclosed 
previously by arteriography but misinterpreted), such that 
both anterior cerebral arteries were supplied by the artery 
which had been tied. In Case 22 no lesion was disclosed 
by arteriography,:and necropsy revealed a primary intra- 
ventricular haemorrhage which was apparently secondary 
to a leaking artery in the septum lucidum. ~ 

Cases 26 and 32 were both examples of massive frontal 
lobe haemorrhage secondary to aneurysm of the anterior 
cerebral artery. In both cases the presence of a large 
intracerebral clot was indicated by the arteriograms, but 
in only one case were the outlines of the aneurysm 
visualized. Both cases were treated by carotid ligation on 
the side of the intracerebral haemorrhage, and both sub- 
sequently died of raised intracranial pressure. In Case 26 
we were amazed to find that the aneurysm was situated on 
the anterior cerebral artery of the opposite side, and had 
bled into the frontal lobe across the midline. Carotid 
ligation had been performed on the wrong side. 


Discussion 

The results achieved in this series of 40 consecutive cases 
indicate that surgery has a place in the treatment of spon- 
taneous subarachnoid haemorrhage, and one which we think 
will become routine. Compared with a mortality rate of 
between 50 and 60% for conservative treatment and a 
satisfactory recovery rate of between 16 and 30%, the 
reduction of the mortality rate in this surgically treated 
group to 12.5% and the elevation of the satisfactory 
recovery rate to 65% are gratifying. With further 
experience this record should be improved. 

In the period during which our first 20 cases were being 
collected my unit was asked by medical colleagues to see 
in consultation in this hospital six other patients with sub- 
arachnoid haemorrhage. One of these was moribund, and 
died within half an hour. The other five were all recovering 
from their first attack and seemed to be progressing well. 
We therefore decided to leave them alone; but to our 
regret no fewer than three of them had a second attack 
while they were still in hospital, and all three succumbed 
rapidly. Thereafter we regarded subarachnoid haemorrhage 
as a surgical emergency to be investigated and treated as 
soon as practicable, even if the patient was conscious 
and alert. 

No instance of a leaking aneurysm on the vertebral, 
basilar, or posterior cerebral arteries was found in this 
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group, although two arteriovenous malformations were dis- 
closed on the posterior cerebral artery. Possibly aneurysmal 
lesions were present in some of the five cases which re- 
covered without a bleeding lesion being shown up by 
carotid arteriography. The remaining cases, of course, 
were accounted for. Post-mortem studies, however, indi- 
cate that most aneurysms which bleed are located on the 
.anterior part of the circle of Willis (Turnbull, 1918). 

Spontaneous subarachnoid haemorrhage is not uncom- 
mon. Precise statistics of its incidence are not available, 
but the New Zealand Health Department Statistician 
(Mr. C. E. Gardiner) informs me that 77, 82, and 75 deaths 
were certified in this country as due to this condition in 
the years 1946, 1947, and 1948 respectively. If we suppose 
that an equal number of patients had the condition and 
survived, then on an average 160 cases occur each year in 
New Zealand—that is, approximately 100 cases annually 
per million of population. 

Here is a wide field awaiting surgery. Time alone will 
decide the worth of the various measures which have been 


used in this series. 

The following case with two aneurysms, one on each side 
of the circle of Willis, illustrates some of the problems 
encountered with surgical treatment. 


Case 17 


A 38-year-old man was suddenly stricken, on June 20, 1948, 
with severe left-sided headache as he was getting out of bed. 
Within a few minutes he became very drowsy, and vomited 
several times. For three days he was confused and irrational, 
and on regaining orientation he could not recall what had 
happened to him, but complained of a generalized headache 
which continued for a few days. 

When admitted to the Christchurch Hospital on the fifth 
day he was moving all his limbs normally, but the right plantar 
response was extensor, the right abdominal reflexes were absent, 
while some neck rigidity and Kernig’s sign were present. Lumbar 
puncture disclosed a moderately blood-stained cerebrospinal 
fluid, and this cleared within a few days. Five years previously 
he had had a similar attack of sudden headache followed by 
confusion. 

At the end of the third week, therefore, when acute symptoms 
seemed to have subsided, Dr. R. H. Q. Baxter had him trans- 
ferred by air ambulance to the Neurosurgical Unit for further 
investigation. Two nights later, while lying in bed eating his 
evening meal, he had another attack of severe left-sided head- 
ache, this time without loss of consciousness or focal neuro- 
logical signs. The lumbar cerebrospinal fluid was again 
blood-stained. Digital compression of each carotid artery in 
the neck for a period of ten minutes was well tolerated, the 
compression on the left side temporarily easing his headache. 


Arteriographic Studies 

Next morning bilateral carotid arteriography was carried out 
by the Moniz method under local analgesia. The left common 
carotid artery was injected first, and the resulting arteriograms 
showed a moderate-sized aneurysm projecting upwards in the 
angle between the diverging left anterior and middle cerebral 
arteries (Fig: 1). The internal carotid and middle cerebral 
arteries filled clearly, but the anterior cerebral artery was only 
very faintly discerned. 

The right common carotid gines was then injected, 
primarily to test out the collateral circulation through 
the circle of Willis (Fig. 2). To our amazement a second 
and smaller aneurysm was clearly displayed in the antero- 
posterior view, occupying the symmetrical site to that of the first 
aneurysm. The anterior, middle, and posterior cerebral arteries 
on the right side were well outlined, while the left anterior 
cerebral artery was also outlined, but faintly. The right lateral 
carotid arteriogram, however, taken while the left carotid 
artery was temporarily occluded, showed good filling of the 
anterior and middle cerebral arteries on both sides, while the 








Fic. 1.—Left carotid arteriogram showing moderate-sized aneurysm 
(arrow) projecting upwards at angie between anterior and middle 
cerebral arteries. The anterior cerebral artery is only faintly 
discernible. 


shadows of the two aneurysms were superimposed, the larger 
one on the left obscuring the shadow of the smaller one on’ 
the right. 

Surgical Considerations and Procedure 


The appearance of recurrent bleeding was a dire sign. Two 
aneurysms had been demonstrated, one on each side of the 
brain. We presumed that the left and larger aneurysm was 
the bleeding one, because the initial headache had been left- 
sided, minimal right-sided pyramidal signs had been observed 
after the attack three weeks before, while digital compression 
of the left common carotid artery had temporarily eased the 
headache of the third attack of bleeding. It was evident from 
the arteriograms that the aneurysms had narrow necks, and it 
was obvious from the right lateral carotid arteriogram that the 
collateral circulation between the two halves of the circle of 
Willis through the anterior communicating artery was a free 
one, invalidating carotid ligation. I therefore determined to 
attack each aneurysm directly. 
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aneurysm (arrow) projecting a in angle between anterior and 
middle cerebral arteries. 


Fic. 2.—Right carotid arteriogram. 
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At the conclusion of the arteriography, while the common 
carotid arteries were still exposed, the left common carotid 
artery was ligated completely. I realized it was only a tempor- 
izing measure, but I reasoned that if the direct attack could 
be deferred for a few days some healing might occur in the wall 
of the aneurysm and so lessen the risk of a torrential haemor- 
rhage occurring from the aneurysm when it was exposed. 

Two weeks later, by means of a coronal scalp flap and a 
left frontal bone flap performed under general - anaesthesia, 
the left-sided aneurysm was attacked. The left frontal lobe 
was elevated off the floor of the anterior cranial fossa, as in a 
pituitary operation, and the left internal carotid artery was 
exposed as it lay immediately behind and lateral to the optic 
nerve. The artery was then followed to its bifurcation, and 
in the process of doing this the neck of the aneurysm was 
exposed in the angle between the diverging anterior and middle 
cerebral arteries. The neck was about 7 or 8 mm. in diameter. 
The fundus of the aneurysm was not seen, for it projected 
upwards into the frontal lobe. Two silver clips, each slightly 
longer than standard size, were then applied to the neck of the 
sac in such a way that they occluded it without narrowing the 
origins of the anterior and middle cerebral arteries. The clips 
were then buttressed by being wrapped round with muscle, and 
the craniotomy was closed. 

Ten days later the coronal scalp flap was reopened and a 
right frontal craniotomy performed. The smaller aneurysm 
on the right side was thus located, being treated in the same 
vay by the application of silver clips to its neck (Fig. 3). 


Fic. 3.—Post-operative radiograph of skull showing position of 
silver clip placed on the necks of the two aneurysms, and also the 
position of the two bone flaps. 


Convalescence from both these operations was straight- 
forward, and the patient made a complete recovery except for 
bilateral loss of smell, indicating damage to his olfactory nerves 
during elevation of the frontal lobes. Within two months of his 
second craniotomy he had resumed his work as a company 
accountant, and one and a half years later he reported that 
he was symptom-free except for loss of smell, and that he had 
been most successful in his profession. His wife in an inde- 
pendent statement reported that he was mentally normal in 
every way. 

I wish to thank those physicians who entrusted my unit with their 
patients. Fifteen patients were referred by colleagues in the Dunedin 
Hospital, 14 by colleagues in the Christchurch Hospital, and the 
remainder from other hospitals. Four of the cases were treated 
by my associate, Mr. Anthony James, who has kindly allowed me 
to include them in this report. I particularly wish to acknowledge 


A 


the encouragement which I received from Professor F. G. Bell, Dr. 
J. A. D. Iverach, and Dr. R. H. Q. Baxter during my first endeavours. 
Dr. A. C. Begg and Mr. M. Allen collaborated with the radiographic 
studies. 
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PRESENT STATUS OF THE Rh-Hr 
BLOOD TYPES 


ALEXANDER S. WIENER, A.B., M.D. 
(From the Office of the Chief Medical Examiner of 
New York City) 


There have been considerable advances in our under- 
standing of the Rh-Hr blood types during the past* few 
years. The purpose of this article is to summarize the 
present status of the subject in order to take into account 
especially the newer knowledge concerning genes r’, R%, 
R!”, and the R?® variants. 

At present the existence of three “ standard ” Rh antisera 
is recognized—namely, anti-Rh,, anti-rh’, and anti-rh”. 
Sera giving reactions reciprocally related to those of the Rh 
antisera are designated as Hr antisera, and two such sera 
have been shown to exist—namely, anti-hr’ and anti-hr”. 
Despite claims to the contrary published in the literature, 
the existence of an antiserum and corresponding factor 
reciprocally related to Rh, has not been convincingly 
demonstrated to date (Wiener, 1950). With the aid of 
the three standard Rh antisera the existence of eight sharply 
defined allelic genes has been established. These genes 
can be identified by the reactions with the three Rh anti- 
sera alone (Wiener and Hyman, 1948), and the reactions 
with the Hr antisera merely define additional characteristics 
not essential for their differentiation (see accompanying 
Table). 

Table Showing Present Status of Rh Series of Allelic Genes _ 

















Corre- Reactions with Rh Sera Rouen with 
Gene | sponding r Sera 

Agglu- | anti- | Anti- | Anti- | Anti- | Anti- | Anti- 

tinogen | ‘Rh, rh’ rh” rhw hr’ hr” 
r it rh Neg. Neg. Neg. Neg. Pos. Pos. 
r’ is rh’ ‘ Pos. sia ~ Neg. ie 
oa rh’ me Neg. Pos. o Pos. Neg. 
rv oe thy ” Pos. ” ” Neg. ” 
R® re Rh, Pos. Neg. Neg. a Pos. Pos. 
Ri oi Rh, ‘ss Pos. = ” Neg. i 
R2 a Rh, ae Neg. Pos. es Pos. Neg. 
R* ah Rhz ‘i Pos. » -” Neg. * 
Riw Rh,¥ a ” Neg. Pos. ° Pos. 
a Rh, Weak | Neg. : . | Pos. re 
Ri o* Rh, ” Pos. ” ” Neg. ” 
RR! *y Rh, Ba Neg. Pos. ° Pos. Neg. 
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The eight allelic Rh genes are designated (Wiener, 1949) 
by the symbols r, r’, r”, r’, R®°, R', R?, and R¢, respectively. 
As shown in the table, the capital “ R ” is used to represent 
these blood properties which contain the factor Rh, ; the 
small “r,” on the other hand, implies the absence of factor 
Rh,. For verbal use, however, it is not necessary to say 
“large R” or “small r” as the case may be, because the 
qualifying subscripts and superscripts fully identify the 
symbols. 

To avoid ambiguity, distinctive symbols are used for 
genes and agglutinogens ; the gene symbols are printed in 
italics, have superscripts only, and the “h” is omitted. 
For example, “ R-one,” which is easy to say, clearly refers 
to a gene, and “ R-H-one,” which is also easy to say, clearly 
refers to an agglutinogen or a blood type. The equivalent 
designation for this type in the Fisher-Race nomenclature 
would be “large C, large D, small e,” which is neither 
easy to say nor easy to absorb, and in this nomenclature 
there are no distinctive symbols for genotypes and pheno- 
types. Phenotype Rh,rh includes genotypes R’r, R*R®, 
and R°r”. In the Fisher-Race nomenclature, in this case 
for both phenotype and genotype the same symbol cDE/cde 
is used, and this is misleading if not incorrect, especially 
since no tests have been made for “ little d” factor. 


In 1943 I observed that there were bloods, especially 
among members of the Negroid race, which reacted weakly 
with one or more of the Rh antisera (Wiener, 1944). 
These bloods were said to contain “ intermediate” Rh 
factors or Rh variants, and it was recognized that these 
weak reactions were due to some qualitative genetically 
determined difference in the agglutinogen. It was pointed 
out that when these Rh variants are taken into account 
the postulated series of Rh allelic genes had to be extended 
considerably. If, as I postulated, these weak reactions 
are due to qualitative difference in the agglutinogens it 
should be possible to find new Rh antisera specific for 
these Rh variants. This expectation has been fulfilled in 
part through the work (Race ef al., 1948) on variants of 
the rh’ (C) factor. 

Some individuals of type Rh, have blood containing a 
variant of the rh’ factor as shown by the weak reactions 
with anti-rh’ serum. Among these the existence of an 
agglutinogen Rh, (CC”De) has been completely established, 
and potent and specific anti-rh¥ (anti-C”) sera are available 
to test for this variant (Callender and Race, 1946-7). In 
the papers of British workers the Rh,* agglutinogen and its 
corresponding gene have been designated as C’De. If the 


policy that the designations for the genes and agglutinogens 


should fully define the serological reactions is to be con- 
tinued then the correct symbol should be CC’De instead 
of C’De (Wiener and Gordon, 1949). With regard to 
other rh’ variants—namely, bloods that react weakly with 
anti-rh’ sera but are rh¥ negative—specific antisera are not 
available and these are pooled together under the original 


symbol. 

Of considerable practical importance are the variants of 
the Rh, factor (Wiener, 1944 ; Race et al., 1948-9), because 
the Rh, factor is the one usually responsible for clinical 
complications. When mothers are sensitized to the Rh, 
factor, babies whose blood contains an Rh, variant have 
proved to be erythroblastotic; similarly, transfusion of 
blood containing an Rh, variant to a patient sensitized to 
the Rh, factor could give rise to a haemolytic reaction. 
Unfortunately, no'sera have been obtained to date specific 
for the Rh, variants, which are still recognized primarily 
by their weaker reactions with Rh, antisera. Nevertheless, 
some distinctive designation for bloods containing Rh, 


variants seems desirable, and it is therefore proposed to 
use a capital Germanic WR to indicate the presence of 
an Rh, variant, as shown in the Table. For oral use, 
however, the term “Rh, variant” is convenient, and is 
therefore retained. 

It hardly seems necessary to point out once more the 
need for a single uniform Rh-Hr nomenclature, such as 
exists for the ABO and MN systems, To argue that 
duplicate nomenclatures are simpler and clearer than a 
single one is sheer nonsense. It is hoped that Sir Lionel 
Whitby, President of the International Society of Haema- 
tology, will appoint a fact-finding committee to investigate 
this matter. The appointment of such a committee now 
would give interested workers ample time to submit to its 
members evidence relating to this question. After the 
evidence had been digested a report could be submitted to 
the meeting, and published after it had been endorsed by 
the society. 
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FOETAL LOSS IN BREECH 
PRESENTATION: PRIMIGRAVIDAE 
AND MULTIGRAVIDAE COMPARED 


BY 


T. FRANCIS REDMAN, M.B., M.R.C.O.G. 
Senior Registrar, St. Mary’s Hospitals, Manchester 


There is a general impression that breech presentation in 
a woman who has already borne babies is a less serious 
matter than in a woman pregnant for the first time. Some 
doubt has been thrown on the accuracy of this impression 
by the published figures of foetal loss in breech delivery— 
for example, Peel and Clayton (1948), who presented a 
large collected series (Table I). 

TaBLe I.—The “ Corrected’’ Foetal Mortality in Breech Presenta- 


tion (the Combined Results from the Series of Six Separate 
Authors—Collected by Peel and Clayton (1948) ) 

















Primigravidae | Multigravidae Feeet Beco 
Combined figures : nt: 3% 9-8 1,657 cases 
8 cases) (919 ed 
Range in the individual series g ae 2:2%-23-2% 














S.E. of the difference = 1-5; observed % difference = 1-5. Thus the difference 
in this large composite series is not significant. 

It was decided to compare the results of primigravid 
and multigravid breech delivery obtained in St. Mary’s 
Hospital, Manchester, and to study the factors leading 
to the foetal loss. 

The material comprised 243 breech deliveries and extrac- 
tions performed in 1947 and 1948. These two years were 
chosen because I was resident in the hospital, and delivered 
some of the cases, supervised others, and knew the con- 


ditions under which the remainder were delivered. It © 


was a policy to admit to hospital for delivery all breech 
presentations seen at the clinic, both in primigravidae and 
multigravidae, and, as a rule, twin pregnancies were deli- 
vered in hospital rather than by the district service. Thus, 
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admission to hospital of multigravid breech presentations 
was not confined to the more complicated or difficult cases. 


Technique of Delivery 


The preferred technique was always conservative. When- 
ever possible, delivery was allowed to proceed by the 
natural forces until the child was hanging by the after- 
coming head: this was then delivered by the Mauriceau- 
Smellie—Veit manceuvre or by forceps. Routine episiotomy 
was performed under local analgesia in primigravid cases. 
Intervention to bring down the arms was used only if 
they failed to deliver unassisted. 

If the breech did not descend well owing to inertia 
or lack of co-operation on the part of the mother, groin 
traction during a contraction was used ; the effectiveness 
of this can be judged by the fact that only three times 
in the 243 cases was breech extraction on a living baby 
resorted to with inertia as the indication. Only seven 
additional extractions were performed on living babies, 
and these were all for prolapsed cords—two in primi- 
gravidae and five in multigravidae. (Extraction in this 
connexion is meant to imply a formal operation and does 
not include cases in which intervention became necessary 
owing to extended arms in the course of a breech delivery.) 


Results 
The results, including all breech deliveries, are shown 
in Table II. A number of cases ending fatally for the 


TaBLB II.—‘ Uncorrected’ Foetal Mortality for Breech Delivery* in 
St. Mary’s Hospitals in 1947 





Primigravidae | Multigravidae Total 














child, in which it is considered that the breech presentation 
was an unimportant factor in the fatal outcome, have been 
excluded from the analysis. A detailed list of these exclu- 
sions is submitted for critical examination (Table III), and 
the “corrected” mortality in the remainder is shown in 
Table IV. The cases of foetal death shown in Table IV 
are analysed to show the cause of the foetal loss (Table V). 


TaBLe IV.—“ Corrected” Foetal Mortality for Breech Delivery 

















Primigravidae | Multigravidae Total 
Total breech deliveries (exclud- 
ing babies whose death was 
unconnected with sete 
delivery) lod . 103 81 184 
Babies surviving 96 74 170 
Stillbirths and neonatal deaths 7 - 47 14 
** Corrected ”” foetal loss ay 68% 8-6% 76% 





TaBLe V.—Factors Leading to the Foetal Loss in Table IV 











Primigravidae | Multigravidae Total 
Prolapsed cord 3 (2 booked 2 (1 booked 5 
1 unbooked)} 1 unbooked) 
OEeceeend get 2 (booked) | 2(1 booked 4 
ontra ae 
2 1 unbooked) 
Large b 0 1 (unbooked) 1 
Unexplained death during de- P ) . 
ivery oS (booked! 
Delivery with no attendant .. 0 1 (booked) 1 
Cervical dystocia bee be 0 1 (booked) 1 
le 7 14 














Table VI shows the incidence of and foetal loss from 
prolapsed cord in the period under review, and Table VII 
gives the incidence of caesarean section for breech presen- 
tation during the same time. 
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Sullbinthe end Raia onal 30 a3 3 TasLe VI.—Incidence of Preserve: baad in Vertex and Breech 
cases are inclu Vertex Breech Vertex Breech 
Primigravidae pa 14 5 ™% 
Taste III.—Cases to be Excluded from Table II in Calculating the  Multigravidae oe 6 il 1348 
“Corrected” Foetal Mortality Total iy: 20 16 05%, 8-6% 





Primigravidae | Multigravidae | Total 








A. Cases in which breech presentation may have contributed to the loss 
of the baby, but is unlikely to have done so 
Prematurity . g 7 12 
Death during labour but before 
delivery and where occult ’ 
apn Por of = nad cannot 5 , 
6 


10 8 18 











B. Cases in which breech Sg could not have contributed to the 
loss of the baby 


Foetal abnormalities epee 
ible with life 
Foetal death before labour: 
Unexplained ‘ 
Toxaemia... a 
Accidental haemorrhage ia 
Erythroblastosis_ .. 
Foetal death in labour but well 
before delivery began: 
Unexplained (but occult pro- 
lapse of cord could be 
excluded by intact mem- 
branes) 
Toxaemia... oe 
Accidental haemorrhage +s 
Placenta praevia .. ie 
Diabetes ae ne 
Neonatal death: 
Erythroblastosis 
Otitis media 
twins .. 


aA 


CO-w 
wVNwWa © 
wNanr 





ooo CON 
—— tt RR 








= 
w 
S 
= 











w 
an 8 —-—— OF=mnNnom 


N 
we 
wv 
=] 


Total exclusions . . 























The foetal loss due to prolapsed cord in breech presentation was 31%. 


TaBLE VII.—Caesarean Sections with Breech Presentation as the 
Deciding Factor 











Principal Additional Indications} Primigravidae | Multigravidae Total 
Elderly primigravida . de 10* 0 10 
Contracted pelvis on ie 2 0 2 
Bad obstetrical history a 0 3 3 
Inertia .. a ie st 1 0 1 
13 3 16 














* Only 4 had this indication alone: the remaining 6 bed contracted pelvis CZ} 
fibroids, pre-eclampsia, accidental haemorrhage, or inertia as complicating factors. 


Method of Analysis 


It is thought that the figures give a fair comparison 
between primigravidae and multigravidae. There was no 
difference in the management of the two groups, either 
regarding the criteria for admission to hospital from the 
clinic or in the care shown at delivery. It is trué that 
there is a higher incidence of dead babies in multigravidae 
attributable to complications (Table III B), but these are 
removed by the “ correction.” This higher incidence, how- 
ever, cannot be taken as an indication that only the more 
complicated breech cases were admitted to hospital, as 
all the patients in Table III B would have been admitted 
regardless of parity or presentation. 
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The tables are self-explanatory with regard to the method 
of “correction,” but an explanation may be called for 
in connexion with those cases in Table III A which have 
been excluded from the “ corrected ” mortality. The largest 


premature baby that failed to survive was 4 lb. 10 oz.” 


(2.1 kg.), but most babies of this group were barely viable. 
Although it is impossible to decide to what extent the 
breech delivery was a factor in the foetal loss in the 
premature labours, it is felt that these cases might be 
reasonably excluded from the “ corrected ” figures. In any 
case, these deaths are fairly equally distributed between 
the multigravidae and the primigravidae. It is also difficult 
to say to what extent the factor of occult prolapse of the 
cord might have been responsible for those foetal deaths 
occurring during labour, after the rupture of the membranes 
but before the onset of delivery. These cases have been 
classed arbitrarily under the heading of “Cases in which 
breech presentation may have contributed to the loss of 
the baby, but is unlikely to have done so,” and excluded 
from the “corrected” figures. This exclusion actually 
favours the primigravidae in this series. 

The incidence of caesarean section with breech presenta- 
tion as the indication has a bearing on the figures for foetal 
loss, and, as is seen in Table VII, the number performed 
in primigravidae exceeds those in multigravidae (13 to 3), 
so that this factor should improve the primigravid foetal 
mortality. 


Influence in Primigravidae and Multigravidae of Various 
Factors Causing Foetal Loss 


The consideration of these factors is the main object of 
this paper, as the mortality figures alone are based on too 
few cases to carry much weight in the proposed comparison. 


Prolapsed Cord 


It must be stated at once that during the period under 
review the incidence of prolapsed cord in breech presenta- 
tion was unusually high. Seeley (1949) found from the 
literature, and from his own large series, that the incidence 
of this complication in breech presentation was about 3% 
(or six times that found in vertex presentation): in the 
present series the incidence was 8.6% (or about 17 times 
that observed in vertex presentations during the same 
period) (Table VI). Nevertheless, bearing in mind that the 
foetal mortality following this complication was reasonably 
low in the present series—namely, 31%—it is fair to con- 
clude that cord complications are an important factor in 
the foetal loss associated with breech presentations delivered 
under competent supervision. 

Neither antenatal care nor obstetrical skill can prevent 
prolapsed cords, although mismanagement antenatally or 
intra partum may predispose to this complication (for 
example, by the too frequent use of artificial rupture of 
the membranes or by bringing down a leg carelessly or 
too often). Foetal lives may be saved, however, by a 
vaginal examination after the membranes rupture and by 
skilful obstetrics after the cord has prolapsed. Thus the 
only way of avoiding this cause of foetal loss in breech 
presehtation is by avoiding that presentation, by external 
version, as soon as it is recognized. 

The incidence of prolapsed cord is greater among multi- 
gravidae than among prinfigravidae (in this series it is 
13.4% as against 4.7% (Table VI), although the actual 
numbers are too small for a test of significance), so here is 
one factor which adversely affects the figures for the foetal 
loss associated with breech presentation in multigravidae. 


Disproportion: Contracted Pelvis 

Babies were lost in three different ways: 

1.—Delivery Deliberately Attempted in the Presence of a 
Contracted Brim.—This was done twice—once in a primi- 
gravida on account of her youth, and once in a multi- 
gravida, a history of previous large babies delivered by 
the vertex favouring this decision, although her diagonal 
conjugate was known to be only 44 in. (11.4 cm.). Both 
deliveries were made with qualms beforehand and regrets 
afterwards. 

2.—The Contracted Brim was Not Detected Antenatally. 
—This occurred in one primigravida, who in a later labour 
safely delivered a large baby by the vertex. The presence 
of a contracted brim was confirmed by x-ray examination 
after delivery. 

3.—A Case with a Known Contracted Pelvis went into 
Labour Prematurely with a Breech Presentation and was 
Admitted Too Late for Caesarean Section.—The well-recog- 
nized danger to the foetus from even a minor degree of 
contraction of the brim is amply illustrated by these cases, 
as also is the importance of a careful examination of 
the pelvis where breech delivery is contemplated. An 
obstetrical history of large babies delivered by the vertex 
is worthless as an indication of the adequacy of the 
pelvis for breech delivery. Support is given for the 
routine use of radiology to measure the pelvis in all cases 
before considering breech delivery, a procedure now widely 
practised. X-ray equipment was not available in St. Mary’s 
Hospital at this time, so that radiological assessment of 
the pelvis was not used extensively, but the case which 
was missed by clinical methods of estimation might have 
been saved from the unsatisfactory result had radiographs 
been taken before delivery. 

To sum up, then, these foetal losses should have been 
largely avoidable, except in the case admitted too late 
for caesarean section, Where, however, babies are lost 
through disproportion it is more likely to be in multi- 
gravidae, as it is in this group that disproportion will be 
more easily overlooked through undue reliance on the 
obstetrical history, or because labour may be too advanced 
on admission to do anything but deliver vaginally. 

Contraction of the bony outlet has not been discussed, 
as it did not occur in our series, but, rare though it is, 
when present it will be almost as lethal as disproportion 
at the brim. 

Disproportion: Large Baby 

The disproportion due to the large baby (and this has 
lost us one baby weighing 11 lb. 4 oz. (5.1 kg.) in a 
non-booked case) is not easy to avoid, because it is so 
notoriously difficult to assess the weight of a baby in utero. 
Fortunately it is rare, but this makes it more likely to be 
overlooked. The importance of the big baby is shown by 
Mohler (1932), for of 27 breech babies weighing more 
than 8 Ib. (3.6 kg.) 30% were lost. A superficially attrac- 
tive solution to this is to attempt to recognize the really 
large baby and perform induction of labour in cases in 
which the estimate of the baby’s size is reasonably certain. 
Sometimes this is carried to an extreme by inducing all 
breech labours before term: this is inviting complications 
such as prolapsed cord or the loss of an occasional pre- 
mature baby through cervical dystocia (see below), and 
seems to be a rather unnecessary interference with labours 
which might otherwise be normal. 

Another method of approach to the big-baby problem 
is to perform caesarean section. This has been advocated 
by Marshall (1949), who suggested abdominal delivery for 
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breech presentation if the estimated weight of the foetus 
exceeds 7 Ib. (3.2 kg.) with a doubtful pelvis, or exceeds 
9 Ib. (4.1 kg.) with normal pelvic measurements. It is 
difficult to escape the conclusion that under such a regime 
many caesarean sections may be performed unnecessarily, 
and that often a baby whose weight exceeds the stated 
maximum will be allowed to deliver vaginally. 

In connexion with the big-baby factor in foetal loss, 
multigravidae are again at a disadvantage, for they have, 
on the average, larger babies than primigravidae. 


Unexplained Death During Delivery 


It is in this group that we should expect to find the 
cases which were lost owing to the resistance of the 
maternal soft parts, and therefore that the primigravida 
would fare worse than her multigravid sister in the matter 
of breech delivery. It is so. Two primigravidae but no 
multigravidae lost their babies. One of the babies was 
shown at necropsy to have had a subarachnoid haemor- 
rhage and a tentorial tear: this delivery had been unevent- 
ful. The other baby had a rather precipitate delivery, but 
there was no post-mortem examination. 

The use of an episiotomy for primigravidae (or even 
in multigravidae should there be difficulty) and careful 
controlled delivery should make these deaths reasonably 
infrequent. Where the after-coming head does not emerge 
from the vagina with moderate jaw-and-shoulder traction, 
the application of forceps is probably the least damaging 
and most easily controlled method of delivery. It is signi- 
ficant that in the two cases mentioned above no difficulty 
was experienced in delivery—quite the contrary in the case 
which unfortunately delivered precipitately. Lack of control 
of the head at delivery is probably as dangerous as mere 
pressure from the more resistant soft parts of the primi- 
gravid parturient. 

In breech delivery under home conditions the primi- 
gravida would offer a much more difficult problem, for 
the resistance of the soft parts is often surprising. Rough 
handling due to anxiety and the absence of quickly avail- 
able forceps or anaesthesia would considerably increase 
the primigravid foetal loss. 


Delivery With No Attendant 


This is likely to happen only in a multigravida. The 
baby lost in this series might have died in any event, as 
it weighed only 4 Ib. 4 oz. (1.9 kg.), but the trauma it had 
received in the ambulance on the way to hospital must 
have added considerably to its chances of dying. 

There was another patient who had a history of three 
previous stillborn babies due to very rapid delivery with 


‘the breech presenting: she was never able to get help 


before the baby was born, as her labours lasted only about 
an hour. This patient was seen for the first time, ante- 
natally, with her fourth breech presentation, too late in 
pregnancy for external version to succeed. We finally 
achieved a live baby by keeping her in hospital for the 
last two weeks of pregnancy ; she delivered in two hours. 


Cervical Dystocia 


It is the premature baby which is most likely to die 
from this cause. These babies have relatively large heads 
for the size of their bodies: the body slips through the 
undilated cervix and this then clamps down round the 
neck. It is a condition more often seen in the primi- 
gravida, although in our series the one example was in a 
multigravida. : 


It is stressed again that comparison is being made only 
between cases delivered under good hospital conditions. 
The reason for the relatively high multigravid breech 
mortality is now apparent. Most of these factors leading 
to loss of foetal life are as likely to occur in the multi- 
gravida as in the woman bearing her first baby. Perhaps, 
as in prolapsed cord, disproportion at the brim, and delivery 
without an attendant, they are more likely to do so. The 
possibility of foetal loss due to the resistance of the maternal 
soft tissues is greater in the primigravida, but this should 
be reduced to a low figure in good hands. 


The Bearing of these Conclusions on the Management 
of Breech Cases 


Breech presentation should be avoided wherever possible 
in multigravidae as well as in primigravidae. If any given 
obstetrician favours version under anaesthesia for the one, 
he should do so for the other under the same conditions. 
It is not proposed to argue the pros and cons of external 
version under anaesthesia. Figures help little, for the foetal 
mortality attributable to. version under anaesthesia varies 
with the operator—his choice of case, the force he uses, 
and his readiness to retire defeated. Reported mortalities 
for the manceuvre vary from 1.7% (Peel and Clayton, 
1948) to 13% (Wrigley, 1934), though the latter figure 
may include deaths other than those attributable to the 
version itself. It is merely argued that the multigravida 
and the primigravida should be treated alike in this respect. 

Where breech delivery is inevitable, the pelvis should be 
estimated by radiographs, as well as by vaginal examination, 
even in multigravidae, This should eliminate tragedy due 
to a contracted brim being overlooked. It also overcomes 
the difficulty that the diagonal conjugate is only a rough 
measure of the obstetrical capacity of the inlet. It is 
stressed again that an obstetrical history of successful 
delivery of large babies by the vertex is no guarantee 
that the pelvis is suitable for breech delivery. 

All breech cases should be admitted to hospital for 
delivery, which should be conducted, or at least super- 
vised, by competent obstetricians. There is no place for 
complacency in the management of multigravid breech 
presentation, which is sometimes considered to be.a case 
to be handed over to a junior houseman; in fact, it is 
still officially regarded by some authorities as a district 
midwife’s delivery. 

Summary 

Published figures do not support the general impression that 
breech presentation in a multigravida is a less serious matter 
than in a primigravida when delivered under good hospital 
conditions. 

A series of 243 consecutive breech deliveries and extractions 
performed in St. Mary’s Hospitals, Manchester, was analysed 
to make a comparison between the results obtained in multi- 
gravidae and those in primigravidae, and to study the factors 
involved in the foetal loss. 

The factors found to be concerned in the foetal loss were 
prolapsed cord, disproportion at the brim (contracted brim or 
large baby), delivery without an attendant, and soft-tissue 
dystocia. 

The factors referred to operate more often in multigravidae 
than in primigravidae, with the exception of the resistance of 
the maternal soft parts. This explains the fact that both in 
this series and in the literature the foetal mortalities in the two 
groups are roughly similar, for the foetal losses due to resistance 
of maternal soft parts should be reduced to a very low figure by 
competent obstetricians. 

Multigravidae with breech presentations should receive just 
as much obstetrical care as primigravidae. Version (if favoured 
by a particular obstetrician) is at least as strongly indicated in 
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the one as in the other. The pelvis should be carefully 
estimated in both, and all breech presentations should be 
delivered in hospital under responsible supervision. 


I gratefully acknowledge the help and advice given to me by 
Dr. J. W. A. Hunter and Professor W. I. C. Morris in the 
preparation of this paper. 
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LABIAL DIPHTHERIA 


REPORT ON 46 CASES AMONG BRITISH PRISONERS 
OF WAR IN THE FAR EAST 


BY 


GEORGE S. RIDDELL, M.D., D.P.H. 
Assistant Medical Officer, Aberdeenshire County Council 


Labial diphtheria is something of a curiosity, and I confess 
to having obtained a “ literature ” only after a fairly exten- 
sive examination of British and American publications. 
How often the lips became implicated in pre-antitoxin days 
is difficult to assess, though Bretonneau (1821) refers to 
his colleague Dr. Guersant, physician to the Hospital for 
Children, as having “frequently observed the pellicular 
affection of the vermiliot. yart of the lips.” Certainly, with 
the advent of diphtheria antitoxin as a therapeutic agent 
a labial localization became rare. As instance, Goodall 
(1928) reports that he “has twice seen membrane on the 
tongue, three times on the lips, twice on the floor of the 
mouth, and once on the gums.” Top (1941) records only 
one case with labial membrane in his series of 6,011 patients 
with diphtheria, while Rolleston (1925) seemingly did not 
observe such a localization among 3,000 cases of diphtheria. 

Rundle (1929) allows that buccal lesions may very rarely 
be the first sign of diphtheria, but points out that involve- 
ment of the buccal mucous membrane, the tongue, and the 
lips most commonly arises from failure to arrest the spread 
of the membrane in late severe faucial diphtheria. Cases of 
this latter order are probably more common than the litera- 
ture would suggest, for Reiche (1914) records 49 examples 
of lesions of the lips among 7,314 fatal cases of diphtheria 
in Hamburg. Instances in which labial membrane has 
occurred as a separate and distinct localization are cer- 
tainly much less frequent, although Anderson (1943) has 
reported a Jabio-faucial infection and van der Molen (1935) 
a naso-labial case. The last-mentioned patient, a boy of 
3 years, presented membrane on both upper and lower lips, 
on the tip of the tongue, and in the nostrils. The throat 
was normal and cultures of the lips yielded diphtheria 
bacilli. 

The most infrequent event of all has been the develop- 
ment of labial membrane unassociated with involvement of 
either the nose or the throat. Indeed, two American obser- 


vers, Lavender and Squires (1938), meeting a case of pure - 


labial diphtheria unassociated with involvement of nose or 
throat in a coloured girl aged 10 years, and believing theirs 
to be the first recorded instance of this localization, assert 
that in the literature no mention can be found of cases in 
which diphtheria involved the lips and buccal membrane 
alone, with repeated negative clinical signs in the nose 
and throat. However, a prior claim certainly exists, as 


represented by the striking case instanced by Tomb (1925) 
of diphtheritic stomatitis with membrane on the tongue, 
lips, and cheek but not on the fauces. 

These cases, while in no way purporting to represent a 
complete survey of the literature of labial diphtheria, suffice 
to emphasize the rarity of this localization and to allow 
the conclusion that membrane may appear on the lips in 
the following circumstances: (1) as a direct extension of 
membrane in late severe faucial diphtheria ; (2) as a very 
occasional accompaniment of nasal or faucial diphtheria ; 
and (3) as an exceptional phenomenon in the absence of 
diphtheritic infection of the nose and throat. 


The Cases 


This paper relates to a group of 46 cases of labial 
diphtheria observed among British prisoners of war in a 
Japanese prison camp on Singapore Island during the 
period February 15, 1942, to February 15, 1943, and con- 
stituting part of an extensive epidemic of 940 cases of 
diphtheria, both respiratory and non-respiratory. ‘In 24 
instances no focus of diphtheria other than the lips seemed 
to exist. In four of the early examples negative cultures 
were obtained from the nose and throat. Thereafter short- 
age of material and pressure of work on our limited labora- 
tory facilities, already fully extended, compelled us to 
refrain from taking’such cultures provided the throat and 
nose were clinically clear. An associated localization was 
present in 22 patients, the second focus being an anterior 
nasal rhinitis in three, faucial diphtheria in eight, naso- 
faucial diphtheria in four, and a coexisting cutaneous 
diphtheritic lesion in seven. 


The Predisposing Lesion 

The key to the occurrence of the labial affection lay, 
beyond all question, in the existence in every case of a 
definite, specific predisposing lesion. This lesion, which 
was. present for days or even weeks before the advent 
of the diphtheritic disease, comprised the highly charac 
teristic cheilosis, maceration, and fissuring at the corners 
of the mouth first brought to the notice of the medical 
profession as a probable deficiency state by Stannus (1912, 
1913) under the name “ angular stomatitis ” and finally dif- 
ferentiated as an expression of riboflavin deficiency by 
Sebrell and Butler (1938). The labial manifestations of 
hypo-riboflavinosis were of extreme frequency and often 
considerable severity among the prisoners. Severe cases 
not infrequently showed some heaping up of sodden, 
macerated, wnitish epithelium at the corners of the mouth, 
but this bore no real resemblance to a true labial en 
and did not give rise to confusion. 

Slight trauma to the lip in the presence of an exist 
ing faucial infection is considered by Anderson (1943) 
to be the predisposing factor in his case of labio-faucial 
diphtheria, and he expresses surprise that labial membrane 
is not more often seen. In view of the apparent readiness 
with which lesions of the lips became infected in my seri¢s 
and how widespread are minor lesions of the lips—minof 
trauma, impetigo, herpes labialis, and the like—in normal 
practice, it is indeed remarkable that labial membrane has 
long remained a curiosity. 


Bacteriology 


In the circumstances prevailing in a Japanese prisoner-of- 
war camp complete bacteriological finality was not possible. 
Single cultures for the Corynebacterium diphtheriae wert 
taken from the lips in 25 -cases, and 19 of these proved 
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positive at this first attempt. In four cases with a coexist- 
ing respiratory localization and in four with a concomitant 
cutaneous lesion cultures were also taken from the second 
focus of infection, in each case with a positive result. Diag- 
nosis otherwise rested on clinical grounds alone, but the 
associated circumstances of the epidemic, the characteristic 
labial lesion, and the isolation of the specific organism in 
19 cases provide ample evidence that the cases were 
instances of true diphtheritic membrane formation on the 
lips. Virulence tests were beyond our resources. 


The Clinical Picture 


The advent of diphtheria on the deficiency manifestation 
gave rise to a distinctive, almost pearly white or faintly 
yellowish, raised, glistening membrane, firmly adherent and 
covering as a rule the outer two-thirds of the upper and 
lower lips on each side, but not infrequently extending to 
meet in the midline. The membrane was always most pro- 
nounced at the corners of the mouth, but only very excep- 
tionally was it unilateral. So striking was the clinical 
picture that the diagnosis rarely, if ever, gave rise to any 
difficulty to unit medical officers even when faced with 
a case for the first time. The existence of a second 
focus of infection was without apparent influence on the 
appearance of the labial localization. 

Toxaemia was absent or quite insignificant in the purely 
labial case. Cervical and submental adenitis of slight 
degree was present in most instances. In the absence of 
therapeutic antitoxin the membrane separated in some 
seven to ten days to leave an area of very shallow and 
superficial ulceration which healed readily without scar- 
ring. Where serum was given in a purely labial case (two 
instances) the membrane separated within 48 hours. 

In the group of cases with a double infection it was 
hoped that careful histories might distinguish the primary 
localization. In the three naso-labial cases the answer was 
definite, all three patients providing a clear history of nasal 
obstruction and discharge for several days before the 
appearance of membrane on the lips. In the seven 
cutaneous and labial cases it was again quite evident that 
the labial localization was a secondary phenomenon doubt- 
less due to transfer of infection through the medium of the 
hands. By contrast, in at least seven of the twelve labio- 
faucial cases it seemed possible if not probable that the 
lips had been the primary focus, this leap from lips to 
fauces constituting the great, indeed the only, danger of 
the labial infection. However, no such deterioration oc- 
curred in a case of labial diphtheria under my observation. 
It must be emphasized that in all these cases the two lesions 
were anatomically separate and not due to direct extension 
of the membrane from one area to the other. 


End-results : Complications 


No fatalities occurred in the group of 24 purely labial 
cases, nor did the slightest indication of post-diphtheritic 
neuritis or clinical myocarditis appear in any instance. 
This localization of diphtheria per se would therefore 
seem to be extremely benign, extremely characteristic, and 
dependent on a suitable predisposing lesion—in my cases 
a highly specific one. The only danger inherent in labial 
diphtheria, and that a very real one, was the risk of spread 
of infection to the fauces as discussed above. 

The outcome of events in cases with a double infection 
was governed by the major localization. The three naso- 
labial cases had no fatalities, sequelae, or complications, 
and all seven cases with labial membrane and cutaneous 


diphtherial involvement made uneventful recoveries. The 
twelve labio-faucial cases had no fatalities, but clinical 
evidence of myocarditis (persistent severe tachycardia) 
appeared in two instances, both of which subsequently 
developed neuritis—in one paraesthesia and absent reflexes : 
in the other hypalgesia, impaired vibration sense, and mild 
peripheral motor neuritis in the lower extremities. Neuritic 
phenomena appeared in four other cases—paralysis of 
accommodation in one, palatal paralysis in two, and palatal 
palsy plus peripheral motor neuritis in one. Neurological 
involvement thus complicated no fewer than six of the 
twelve labio-faucial cases. 


Treatment 


The usual regimen of strict rest applicable to cases of 
diphtheria was carried out so far as lay in our power. 
‘On the whole this aspect of the management of the cases 
could be regarded as satisfactory and probably accounts 
for the low incidence of complications despite the lack of 
antitoxin. Therapeutic antitoxin was available for five 
cases only—two purely labial and three labio-faucial. Of 
the latter, two escaped without complications and one 
developed post-diphtheritic neuritis. 


Summary 


Certain aspects of the somewhat limited literature of labial 
diphtheria have been reviewed, and .an account is given of 
46 cases with labial membrane among British prisoners of war 
in the Far East. In 24 of these no focus of diphtheria other 
than the lips seemed to exist ; in 15 there was an associated 
respiratory localization ; and in 7 a coexisting cutaneous focus 
of infection. The labial cases were part of an extensive out- 
break of diphtheria. 

The infection of the lips depended on a specific predisposing 
lesion—fissuring at the angles of the mouth and cheilosis of 
the vermilion part of the lips—following deficiency of riboflavin 
in the diet. 

Labial diphtheria alone or associated with anterior nasal or 
cutaneous diphtheria was unattended by mortality, complica- 
tions, or sequelae. The presence of a faucial infection brought 
with it the dangers and complications of that localization. 

Since purely labial diphtheria was unassociated with either 
myocarditis or neuritis, as were the seven cases in which the lips 
and the skin were implicated in the absence of clinical signs 
in the nose and/or throat, the cases failed to provide an 
opportunity of observing the cardiac and neuritic complications 
of diphtheria as seen in non-respiratory localizations, and are 
chiefly of interest in that they provide a large series of a 
distinctly rare localization. 


I am indebted to Lieutenant-General N. Cantlie, Director-General 
Army Medical Services, and to the University of Aberdeen for 
permission to publish this report. 
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A CASE OF UTERUS DIDELPHYS WITH 
UNILATERAL GYNATRESIA 


BY 


MOSTYN P. EMBREY, B.Sc., M.D. 
F.R.C.S., M.R.C.0.G. 


Lecturer in Obstetrics, University of Bristol ; Assistant 
Obstetrician, Bristol Royal Hospital 


Developmental anomalies in the female genital tract can 
arise either from a failure of canalization or from a lack 
of fusion of the Miillerian ducts. The grosser examples 
of congenital abnormality are rare, and a recent case in 
which there was complete duplication of the genital tract 
with unilateral atresia and retention of the menses would 
seem to merit description. 


Case Report 


An unmarried girl aged 17 was admitted to hospital in 
August, 1948. Menstruation began at 15. The cycle was 
regular 5/28 and the loss normal. The only complaint was 
of indefinite backache for approximately one year, it being a 
little worse at the beginning of each period. Her doctor dis- 
covered an abdominal swelling and sent her to hospital. There 
were no other symptoms, micturition was normal, and the 
bowels were regular. 

On examination the patient looked well and outwardly was 
normally developed. Abdominal examination revealed a tense, 
cystic, regular swelling arising from the pelvis and reaching to 
the umbilicus, more to the right than to the left of the midline 
and relatively immobile. It was dull to percussion and there 
was no souffle. Per rectum a cystic tumour could be felt 
anteriorly and to the right, largely filling the pelvis. 

Examination under anaesthesia showed the vulva apparently 
normal and the hymen intact. On digital exploration the 
vagina was found displaced to the left and posteriorly by a 
cystic swelling, tense, bulging down the right anterior vaginal 
wall, and continuous above with the abdominal tumour. The 
lower pole of the swelling was a little softer than the rest. The 
vaginal vault and cervix could not be reached, and the uterus 
was not identified. 

At laparotomy the pelvis was found to be occupied almost 
completely by a large, smooth, rounded swelling—which was 
largely extraperitoneal—rising to the umbilicus and presenting 
in the wound. It was identified as the enormously distended 
right vagina. Sitting on its summit were two smaller and 
quite separate swellings, each clearly a uterus. The left was of 
average size and consistence with normal appendages, the right 
softer, distended, and one and a half times as big, with normal 
attachments of the right tube, ovary, and round ligament. The 
right tube was distended to three times its normal size by an 
organizing haematosalpinx and was irreparably damaged. Right 
salpingectomy was performed—the right ovary being conserved 
—and the abdomen was closed. 

With the patient in the lithotomy position a crucial incision 
was made in the lower extremity of the bulging right antero- 
lateral wall of the vagina. After excising a thin wall of tissue, 
approximately 36 oz. (1 litre) of dark “tarry” blood drained 
away, at first under pressure, and the abdominal tumour was 
rapidly reduced in size. The edges of the occluding membrane 
were excised and sutures inserted. Prophylactic chemotherapy 
was instituted, but the post-operative progress was un- 
eventful, and vaginal discharge ceased on the sixth day. 
Urinalysis showed no gross abnormality in a catheter specimen. 
The blood urea was 38 mg. per 100 ml. Excretion pyelography 
showed the left renal tract within normal limits. The right 
side was not seen. On cystoscopy indigo-carmine excretion was 
satisfactory from the left side. There was no right ureteric 
orifice. 

Six months later, examination under anaesthesia showed the 
left vagina and uterus to be normal; the right uterus had con- 
tracted down to a similar size, and the right vagina opened into 








the lower end of the left, on its right anterior aspect, imme- 
diately above the hymen. 

A second laparotomy was performed, and showed two com- 
pletely separate uteri, the left tube and both ovaries being 
normal (see illustration). The two vaginae were side by side 








two uteri completely separate, normal 
left tube and ovary, and right ovary. 


Second mes showin 


After division of the right broad ligament and the vesico-recta! 
fold the peritoneum was divided immediately above its utero- 
vesical reflection and the bladder separated. The right ureter 
could not be identified and the right kidney was not palpable. 
The right uterine artery having been divided, mobilization of 
the Vagina was completed. The right vagina was opened and 
right hemi-hysterectomy completed, together with the removal 
of all but the. lower end of the vagina. The right round 
ligament was sutured to the remaining uterus, the peritoneum 
reconstituted so as to restore normal anatomical relationships. 
and the abdomen closed. Excision of the lowermost end of 
the right vagina was completed from the perineum and the 
cavity obliterated. Convalescence was uneventful. 


Comment 


There can be no doubt of the infrequency of com- 
plete duplication of the genital tract—uterus didelphys : 
complicated by unilateral atresia with menstrual retention 
and a haematocolpo-metrosalpinx the condition must be 
exceedingly rare, and very few cases can be found in the 
literature. Brown and Brews (1930), in a review of 50 
cases of congenital retention of the menses, recorded such 
a case in a girl of 16 with an abdominal tumour to the 
umbilicus. Laparotomy was followed by “excision of the 
hymen,” but the patient died of infection. Purslow (1922) 
described a probably similar case in a 16-year-old girl 
treated satisfactorily by removal of the affected uterus and 
appendages with vaginal drainage ; the size of the tumour 
was not stated, but it was confined to the pelvis. 

The exact nature of Wilson’s (1925) case of a girl aged 
14 does not appear to have been recognized, but probably 
there was complete duplication of the genital tract, and the 
pelvic tumour removed (together with both uterus and 
appendages) was presumably a haematocolpos. Simon (1928) 
reviewed 23 cases of haematometra and recorded one 
example in a patient with an “ incomplete uterus didelphys.” 
He further quoted Quénu and Le Sourd (1926) as review- 
ing. eight cases of uterus didelphys with haematometra 
However, there is a confusion of nomenclature pervading 
the literature, and the term “uterus didelphys” is vari- 
ously employed. It usually implies persistence of the two 
Miillerian ducts in their entirety, but is reserved by some 
authorities for those extremely rare cases in which the 
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% 
external genitalia are duplicated too, whilst others use it 
in cases in which duplication is incomplete. 

The association of congenital abnormalities in other 
systems with defects in the genital tract has been com- 
mented on by many authors and was recently emphasized 
by Burton-Brown (1948). In particular, various develop- 
mental errors are to be found in the urinary organs—a 
fact which is not surprising, bearing in mind that the genital 
and urinary organs are so closely associated in their 
development. 
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Traumatic Amputation of the 
Upper Limb 


The following case of avulsion of the upper limb is 
interesting enough to be placed on record. 


§ Case REPORT 


A Civil Servant aged 26 was driving his motor-cycle on 
December 1, 1948, when he ran into the back of a vehicle 
carrying tree trunks and sustained almost complete avulsion of 
his upper limb and compound fracture of his right tibia and 
fibula. He was admitted to the Edgware General Hospital at 
9.45 a.m. in a very shocked condition. A little blood was 
coming from a large wound in the right axilla. The arm was 
cold and there was no radial pulse. The right leg was exter- 
nally rotated and 
markedly shortened. 
A blood transfusion 
was given and he was 
taken to the theatre at 
6.30 p.m. 

On exploring the 
large axillary wound 
it was found that the 
arm was connected to 
the body by skin and 
a few shreds of muscle 
of the posterior axil- 
lary wall. The ex- 
posed muscles of the 
limb were blackened 
and oedematous. The 
axillary vessels, which 
were found to be torn 
across but not bleed- 
ing, were ligated. 
When the amputation 
was completed it was 
found that the glenoid 
fossa had come away 
with the arm. The 
skin flaps were 
trimmed and the 
wound closed with 
drainage. The fractured right leg was reduced and enclosed in 
Plaster-of-Paris. 


The patient made a slow but steady recovery and was dis- 
charged on January 29, 1949. The accompanying photograph 





ee : 





Photograph taken after the wound had 
healed. ‘ 


‘shows the final result. 


Several cases were mentioned by Paul Berger in his 
Amputation Interscapulo-thoracique published in 1887, 
among them that originally recorded by W. Cheseldon in 
The Anatomy of the Human Body in 1756, concerning a 
miller, Samuel Wood, whose right arm was torn off when 
caught in the machinery of his mill. References to other 
cases in which the arm was torn off with or without the 
scapula are given below. 


I am grateful to Mr. D. B. Craig for permission to publish this 
case. 
G. R. C. PEATFIELD, F.R.C:S. 
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Unilateral Spinal Accessory Nerve Palsy 
caused by an Arm Sling 


Spillane (1949) draws attention to the problem of the 
aetiology of unilateral spinal accessory nerve palsy. The 
following case may throw light on the causation of the 
palsy in some instances. 


CASE REPORT 


A man aged 29 slipped and fell while running over mud during 
the monsoon in India, the right arm being violently extended 
above the head in falling. The greater tuberosity of the right 
humerus was fractured, but as the position of the fragments 
was satisfactory the arm was immobilized only by means of a 
large arm sling and he continued his duties. After wearing the 
sling for six days the left shoulder, which bore much of the 
weight of the injured right arm, became sore. 

The sling was worn intermittently for another nine days and 
was then discarded on account of a now persistent ache in the 
left shoulder, while the injured right shoulder was relatively 
comfortable. The aching in the left shoulder became more 
pronounced during the succeeding six days and then it suddenly 
became agonizing. The pain was present over the left side of 
the neck ; it limited movement of the head and prevented sleep 
for two nights. At the time the condition was thought to be 
an attack of fibrositis. The pain diminished over the course of 
the next three to four days, but weakness of the left shoulder 
was now experienced. An ache in the shoulder remained, and 
this was aggravated by exercise. Any lifting, and even such 
acts as carrying a medium-sized book in the left hand or 
walking with the arm by the side, caused aching and made the 
patient conscious of weakness of the limb. 

Wasting of the upper portion of the left trapezius was first 
noted two weeks after the so-called attack of fibrositis, and four 
weeks after this attack the trapezius had become “ paper thin,” 
the left shoulder had dropped 2 in. (5 cm.), and there was 
winging of the scapula, which at the same time was rotated so 
that the axillary border was nearly horizontal. It was impos- 
sible to raise the abducted arm above shoulder level. No 
wasting of the sterno-mastoid or other muscles became apparent 
and there were no sensory changes. 

The patient continued to lead an active life; he found it 
more comfortable, however, to walk with the left hand on the 
hip or tucked inside the buttoned jacket so as to take some 
of the weight off the affected shoulder. The weakness of the 
shoulder gradually diminished, and four months after the 
“ fibrositic ” attack there was some noticeable increase in size 
of the left trapezius muscle, though pronounced wasting was 
still apparent on comparison with the opposite side. The 
inequality of the two muscles remained, though in diminishing 
degree, until 11 months after the “ fibrositic ” attack, by which 
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time both the power and the size of the affected muscle had 
returned to normal. 
COMMENT 


There can be little doubt that the injury to the left spinal 
accessory nerve in this case was due to pressure from the 
sling which was worn for the injury to the right shoulder ; 
possibly the knot in the sling had pressed on the nerve for 
a considerable period. The attack of pain, at first thought 
to be fibrositis, was almost certainly due to degeneration 
occurring in the damaged nerve. The nerve in its course 
across the posterior triangle of the neck is liable to injury 
from pressure in this way as well as from penetrating 
wounds or block dissection of the region. An injury in 
this situation would of course spare the branch to the 
sternomastoid and account for the fact that this muscle 
was not affected in the above case. 

In all instances of spinal accessory nerve palsy it should 
be ascertained whether a sling had been worn before the 
onset of the palsy. It is apparent that the wearing of a 
sling for more than two or three days is not without risk, 
and care should be taken to pad it and to ensure that the 
knot does not lie over the posterior triangle of the neck. 


I wish to thank Dr. N. Hamilton Fairley, F.R.S., and Squadron 
Leader R. Hughes, R.A.F.V.R., for comments and advice on the case. 


A. W. Wooprufr, M.D., M.R.C.P., D.T.M.&H., 


Hospital for sve Diseases, 
University College Hospital, London. 
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‘*Benadryl’’ in Treatment of Oxyuriasis 


Attention was recently drawn by an observant mother to 
the case of her asthmatic child—a girl aged 7—who had 
been treated with “ benadryl.” After three weeks’ medi- 
cation not only did the severity of the nocturnal dyspnoea 
abate but a concomitant threadworm infestation dis- 
appeared. Previously, gentian-violet enteric-coated tablets 
were tried, but on account of intractable vomiting the 
patient vigorously refused to swallow them. It should be 
noted that this child needed and tolerated substantial doses 
of benadryl to control and minimize the severity of her 
asthmatic attacks. 

Following this experience I decided to treat at random 
a number of established cases of oxyuriasis and to observe 
their reactions to benadryl. Ten such patients, ranging 
between the ages of 6 and 12, were treated. The dosage 
used was 50 mg. once a day for patients up to the age of 8, 
and 50 mg. twice a day for those from 8 to 12. The course 
lasted nine days. Only one of these 10 remained free of 
worms five weeks after the trial, and close inquiry elicited 
that at the time of treatment the patient had had an attack 
of gastro-enteritis which resulted in five days’ diarrhoea. 
As the other nine did not have diarrhoea, it is justifiable to 
assume that this occurrence was independent of the drug ; 
also that the diarrhoea may‘ have enabled a substantial 
portion of the drug to reach the lower bowel, where the 
adult and maturing female worms are to be found. 

Accordingly the manufacturers of benadryl were con- 
sulted, and they made a tablet (“emplet ”) the coating of 
which disintegrates only when the level of the lower gut 
is reached. It has been established that the colon is con- 
cerned with the absorption of water, but few drugs or food 
constituents are taken up by this organ. With the emplets 
one could expect most of the drug to reach the site where 
its action is most needed, and where dilution by absorption 
is not likely to be a serious difficulty ; also, systemic toxic 


4 
manifestations should be fewer, enabling a larger dosage 
to be given. 

A series of four patients (aged 6, 7, 11, and 12) were 
treated, using a dosage of 10 mg. three times a day for nine 
days. Toxic manifestations such as drowsiness and dizzi- 
ness were not encountered. In the first benadryl series 
drowsiness appeared in six cases. Ten days after the end 
of treatment worms were found in the older subjects, and 
further observation revealed that the two freed cases had 
relapsed in the fourth week after treatment. These subjects 
were now given 25 mg. three times a day for nine days. 
Again no toxic symptoms were elicited, and the patients 
remained free seven weeks after treatment. 

Following this another series of 10 cases were treated. 
Their ages were as follows: two aged 7, two aged 8, one 
aged 11, three aged 12, one aged 14, and one (the mother 
of one of the children) aged 28. The dosage given was 
50 mg. twice a day to the nine children and 50 mg. three 
times a day to the adult. Again no toxic symptoms were 
noted, and all cases remained clear seven weeks after 
treatment. No emplets were refused on account of toxic 
symptoms, as was the case with gentian violet. 

All subjects so far treated were given appropriate instruc- 
tions against reinfection. With pre-school and school- 
children very little reliance can be placed on the faithful 
observance of such instructions. Therefore a further seven 
consecutive cases were treated: all patients were between 
the ages of 6 and 12, the dosage was 50 mg. twice a 
day, and instructions against reinfection were deliberately 
omitted. No untoward symptoms developed, and six of 
these patients remained free five weeks after the end of the 
nine-day course. The remaining case was free three weeks 
after treatment, but relapsed during the fourth week. On 
inquiry it was ascertained that a playmate who was an 
immediate neighbour was heavily infested. Simultaneous 
treatment of both children resulted in cure five weeks after 
treatment. 

Two boys aged 4 and 44 years were given one 50 mg. 
emplet a day ; difficulty was encountered in getting these 
patients to swallow it, but one of them managed to do so 
when the emplet was enclosed in a morsel of cake: and 
nine days’ treatment sufficed to effect a cure. 

The parents of patients under treatment were instructed 
to examine their children about one hour after retirement 
each night. It was ascertained that worms ceased to appear 
near the perineal region between the third and the 
seventh day after the beginning of the course, and in the 
majority they had disappeared by the fifth day. 

A suitable dosage of benadryl in emplet form for the 
treatment of oxyuriasis is as follows: 

Age 2 to 5, 50 mg. once a day (one emplet) for ten days. 


Age 6 to 12, 50 mg. twice a day (two emplets) for 10 days. 
Over 12 years, 50 mg. thrice daily (three emplets) for 10 days. 


Emplets must be swallowed whole ; division or chewing 
vitiates efficacy. 

My thanks are due to Dr. J. S. White, of Messrs. Parke, Davis 
and Co., for his willing co-operation in supplying specially prepared 
experimental samples of emplets. 

O. H. Stunc, M.B., Ch.B., B.Sc., D.P.H., 


Medicai Officer of Health and Divisional School 
Medical Officer, Wallsend-on-Tyne. 








A Rockefeller Foundation grant of $45,000 to the Nobel’ 
Biochemical Institute at Stockholm, which is directed by Pro- 
fessor Hugo Theorell, has made possible the construction of 
an additional wing for research into radioactive isotopes, an 
animal infection laboratory, and various other buildings. The 
designs for them have been started. 
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SOCIAL MEDICINE 


Recent Advances in Social Medicine. By Alan Carruth 
Stevenson, M.D., D.P.H. With a chapter by Eric A. 
Cheeseman, B.Sc., Ph.D. (Pp. 241; illustrated.. 18s.) 
London : J. and A. Churchill. 1950. 


It is pleasant to take the road between the synopsis and 
the compendium and find at the end a book of original 
essays fresh from the mind of a single author. Professor 
Stevenson’s contribution on social medicine to the well- 
known Recent Advances series consists of essays on a 
wide variety of subjects. He writes about what has inter- 
ested him, and students of preventive and social medicine 
will find that they also are stimulated. 

The predominant theme of the book is the health of 
young children. The author has made a special study of 
methods for assessing their growth and development, and 
his critical analysis is useful and instructive. A chapter 
on the applications of statistical method, which was con- 
tributed by Dr. E. A. Cheeseman, helps the student to 
pick out the pattern of some of the earlier chapters, and 
is in addition a useful interpretation. 

A short chapter on the health of children in communal 
day nurseries gives a fair summary of the present position. 
For children under the age of 2 the balance of our 
limited knowledge leans towards discouragement, But at 
ages from 2 to 5 Dr. Stevenson feels that nurseries 
must be provided and the choice left to the mother: 
“ There is a big opportunity here for real health education. 
The reasons why the vast majority of children are sent 
to day nurseries are the persistence of social and economic 
disorders inimical to family life. The answer to the prob- 
lem is the removal of these disorders, rather than placing 
the burden on helpless young shoulders.” 

From the viewpoint of the general reader the two most 
interesting chapters are those on the unmarried mother 
and her child, and the problem family. One feels that 
here more than elsewhere the author has reacted emotion- 
ally to his subjects. The writing is therefore more vivid 
and provocative, and the words have more colour. In 
dealing with problem families, for example, he says: 
“. . . Nothing is kept in its own fixed place. While one 
member of the family prepares a meal, the rest of the 
family watch idly and make no attempt to help. Joint 
action in &’ny project is impossible when the members 
tend simply to follow the whim of the moment. As a 
result any elaborate arrangements or planning for the 
morrow are impossible. Money is spent as soon as it is 
available, and spent unwisely. Meals, however primitive, 
are eaten at quite irregular times and there is a tendency 
for each to eat when he feels inclined. In one household 
known to the author, the mother usually bought a week’s 


Supplies on Saturday afternoon when her husband gave 


her money. The entire purchase was simply dumped on 
the kitchen table and the family helped themselves as 
they wished, so that by the middle of the following week 
it had all disappeared. There was no cooking at all, 
save when tea was prepared; but as such items as lard 
and bacon were purchased, it must be presumed that the 
mother each week intended to cook something. Until the 
next supply was forthcoming, the children existed on their 
milk and meals in school or on what they were given by 
kindly neighbours.” 


This book of essays is well produced, but not free from 
minor errors. It is to be hoped that Dr. Stevenson will 
not let much time go by before he expands some of his 
sketches into full-length portraits. This is especially true 
of the notes on psychosomatic illness and on the adolescent 
in industry. Both of these have nothing to lose from a 
new arrangement of lights and shades. 

J. M. MACKINTOSH. 


VITAMINS 


Vitaminology, the Chemistry and Function of the Vitamins. 
By Walter H. Eddy, Ph.D. (Pp. 365. £2 6s. 6d.) London : 
Bailligre, Tindall and Cox. 


Our knowledge of the better-known vitamins is now so 
extensive that few authorities would feel competent to give 
a comprehensive account of more than one of them. The 
treatment of all the vitamins in one volume by a single 
author therefore presents a most formidable task; it 
may be considered to be successfully accomplished if the 
subject matter is wisely chosen and clearly presented, even 
if much valuable information has inevitably to be 
excluded. 

Dr. Eddy’s abilities both as a research worker and as 
a teacher are praised in a foreword by Dr. Casimir Funk, 
the originator of the term “ vitamin.” He has certainly 
justified his reputation in covering his subject more thor- 
oughly than in previous treatises, in presenting a mass of 
information in readily digestible form, and above all in 
keeping well abreast with all recent developments in 
vitamin research. 

In most of his descriptions of single vitamins the author 
divides his chapters into three sections, with selected 
references to the literature at the end of each section. 
Each first section includes a short account of the history 
of the discovery of the vitamin, a discussion of its sig- 
nificance in biochemical systems, and a brief synopsis of 
the lesions produced in man and animals by its absence. 
The second section describes clearly the chemical structure 
and behaviour of the vitamin and its derivatives, and 
the third is on practical clinical and veterinary implications, 
such as the daily allowances of the vitamin necessary for 
the maintenance of health, and methods for the recognition 
of symptoms of deficiency. 

Mild criticism of the choice of material is perhaps 
unavoidable when space allows only 4 small proportion 
of all relevant papers to be mentioned, but British workers 
may perceive a tendency for recent American publications 
to be favoured at the expense of earlier work in other 
parts of the world. Thus the toxic effects of great excess 
of vitamin A, which according to Eddy were discovered 
by American workers in 1944, were actually first reported 
by Japanese workers in 1925, and were later more fully de- 
scribed by other investigators in many parts of the world. 
Only the specialist in vitamin research will be troubled by 
the bias of historical allusions, however. 

Students and teachers of biochemistry, and clinicians 
desiring to modernize their knowledge without laborious 
reading of the original literature, will find much to instruct 
and interest them. They must be warned that no pictures 
or diagrams are included, and that no space has been 
found for tables on the vitamin contents of foodstuffs, 
such as may be seen in standard textbooks on; dietetics. 
These features would obviously fall beyond the range of 
interest indicated in the title, and on the whole the author 
must be congratulated on refraining from overloading his 
text with material irrelevant to his main purpose. 

T. Moore. 
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PATHOLOGY OF JOINT DISEASE 


The Patholo ge 54 of rt and Spinal Diseases. By 
Douglas H. Collins, O.B M,D (Liverpool). (Pp. 331; 
illustrated. £1 15s.) Edward Arnold and Co. 


1949. 


When Dr. Collins’s papers on the pathology of the rheu- 
matic diseases began to appear in. 1935 there was a stirring 
in the dry bones of research on the morbid anatomy and 
histology of arthritis. He brought the subject into the 
main stream of academic pathology. His work commanded 
respect because of its own obvious merit and because it 
was backed by one of our greatest schools of morbid 
anatomy, that of Leeds University under Professor M. J. 
Stewart. 

In this book his investigations have been brought together 
, and amplified in many directions to include all details of 
articular disease. Beginning with a concise account of 
| the general anatomy and embryology of joints, he passes 
to a consideration of the histology and physiology of 
bone, cartilage, synovial tissues, and joint fluid. Bone 
diseases are reviewed briefly and the sections which follow 
deal with trauma in relation to joint disease, osteoarthritis, 
acute and chronic rheumatism, bacterial infections, meta- 
bolic disorders, and tumours of joints. There are five 
chapters on spinal diseases, with a valuable introductory 
account of applied anatomy and malformations. The 
chapter on lesions of the intervertebral disk and the sum- 
mary of the author’s own important work on spinal osteo- 
phytosis are worthy of special mention. Nearly 200 illus- 
trations, all original, are included. Although none is in 
colour, they are excellently chosen and reproduced, and 
each brings out clearly the point at issue. 

The treatment of each subject is succinct and personal, 
providing a straightforward readable account which is 
never a catalogue of the work of others. Leading refer- 
ences are given at the end of each chapter. 

The publication of this book is opportune because corti- 
sone has brought a new reading public to the literature 
of joint disease. It is of the first importance that those 
who are investigating this new aspect of endocrinology 
should keep clearly in mind the morbid anatomy of the 
diseases concerned. No better text for this purpose could 
be found than Dr. Collins’s book, which offers the patho- 
logist, research worker, general physician, and orthopaedic 
surgeon a concise and authoritative statement of the 
unchanging pathological facts of articular disease. 

H. J. GIBSON. 


pote : 


MOSQUITOES 
The Natural History of Mosquitoes. 
Ph.D. (Pp. 379. £1 5s.) New York and London : 
Macmillan Company. 1949. 


Medical men, entomologists, and biologists will welcome 
this book on mosquito natural history, because in addition 
to directing attention to modern research on the subject 
the author draws liberally on his own wide experiences ; 
also because of the fund of thought-stimulating criticisms 
and ideas it contains, and for its simple straightforward 
arrangement, which enables the reader to turn quickly 
and easily to any matter in which he may have a special 
interest. 

There are four chapters each on the adult mosquito 
and on the larva, two on the egg and oviposition, and 
one on the pupa. On more general subjects there are 
discussions on the species problem, classification, distri- 
bution, and the strategy of research. Field and laboratory 


By Marston Bates, 
The 


methods are described, and of special medical interest are 


two chapters on mosquitoes as vectors of viruses and of 
plasmodia. 

So much new work was accomplished during the war— 
and indeed has continued since it ended—that it is some- 
times difficult even for those most closely associated with 
mosquito research to keep pace with the advances. In 
this book the most important of these discoveries are 
summarized. There is, for example, an account of the 
investigations, now going on, into the vertical stratifica- 
tion of some diurnal forest mosquitoes of Africa and 


South America, a subject which is intimately related to | 


the epidemiology of yellow fever. Again, the descriptions 


of various studies on mosquito dispersal, feeding habits, | 


and host preference will hold the attention of those 


investigating the habits of mosquitoes concerned in the - 


transmission of malaria and other diseases. Those whose 
duty it is to apply mosquito control or eradication measures 
will be impressed with the necessity of possessing a thorough 
knowledge of the different biological races and geographical 
varieties which sometimes exist within certain species, for 
though they are similar in appearance they may require 
different treatment for their extermination owing to their 
different habits and behaviour. 

The various branches of the subject are dealt with in 
readable style. At the end of the book is the list of 
mosquitoes (nearly eleven pages), the bibliography of forty- 
six pages, and the index of eleven pages which combine 
to make it a work of reference also. A slip at the top of 
page 329 should be corrected: “ North Eastern Naturalist ~ 
should read “ North Western Naturalist.” 

H. S. Leeson. 


BOOKS RECEIVED 


Review is not precluded by notice here of books recently received 


William Withering of Birmingham, M.D., F.P.S.,F.L.S. By T 
Whitmore Peck, M.P.S., and K. Douglas Wilkinson, O.B.E. 
F.R.C.P.Lond. (Pp. 239. 21s.) Bristol: John Wright. 1950. 


British Surgical Practice. Edited by Sir E. Rock Carling 
F.R.C.S., F.R.C.P., and Sir J. Paterson Ross, K.C.V.O., F.R.C.S 
Vol. 7. ‘Pp. 627. 60s. Index 20s.) London: Butterworth. 1950 


The Liver. By K. Blond, M.D., and D. Haler, M.B., D.C.P.Lond 
(Pp. 268. 25s.) Bristol: John Wright. 1950. 


The Modern Treatment of Asthma. With Special Reference to 
Gold Therapy. By L. Banszky, M.D.Berlin, L.M.S.S.A.Lond 
(Pp. 135. 10s. 6d.) Bristol: John Wright. 1950. 


Human Abilit 
Wittenberg, F FR S., 
(Pp. 198. 16s.) London : Macmillan. 


By C. Spearman, Ph.D.Leipzig, Hon. LI.D 
and LI. Wynn a bs -A.Oxon., Ph.D.Leipzig 


The Diabetic Life. By R. D. Lawrence, M.D., F.R.C.P. 14th ed 


(Pp. 238. 10s. 6d.) London: Churchill. 1950. 


Introduction to Psychiatric Nursing. By M. E. Kalkman, R.N 
(Pp. 336. 32s.) New York, Toronto, and London: McGraw-Hill 


1950. 


By W. Stekel, M.D. Translated by EB 


Compulsion and Doubt. 
36s. set of 2 vols.) 


Gutheil, M.D. Vols. 1 and 2. (Pp. 645. 
London and New York: Peter Nevill. 1950 


Finalita Medico-Sociali. By 1. Levi-Luxardo. (Pp. 85. No price.) 
Rome: Istituto di Medicina Sociale. 
By R. S. Douglas. (Pp. 410. No price.) 


I Tumori Addominali. 
1949. 


Milan: Alberto Corticelli. 
Lehrbuch der Inneren Medizin. By E. Lauda. Vol. 2. (Pp. 624 
46s.) Vienna: Springer. 1949. 
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CONSTITUTION OF B.M.A. COUNCIL 


lf there is apathy at the periphery of the B.M.A. this is 
certainly not true of the Winchester Division, which at 
the Special Representative Meeting last week saw the 
seal put upon part of its programme for reform. In 
August, 1948, the Winchester Division circulated a 
memorandum on the organization of the B.M.A. in 
which among other matters it criticized the method of 
election to the B.M.A. Council.’ The Division did not 
remain content merely to circulate a memorandum but 
was active in seeing that its views received the fullest 
consideration, and they were in fact fully discussed by 
the Organization Committee under the chairmanship 
of Dr. J. A. Pridham, whose article in the Supplement 
of March 25 shows that if there is apathy in some parts 
of the periphery this certainly does not exist at the centre. 
The proposals of the Winchester Division for the 
reorganization of the Council were thoroughly discussed 
at a meeting of the Council’ at the beginning of 1949. 
The essence of the Winchester proposals was that the 
number of members of Council directly elected by 
members of Branches and Divisions should be increased, 
and when a motion to this effect was moved in general 
terms by Dr. J. A. Pridham, Chairman of the Organiza- 
tion Committee, at the Annual Representative Meeting 
in June last year it was, while approved in principle, 
referred back to the Council for detailed considera- 
tion. The Council’s proposals were published in the 
Supplement of January 28 ‘this year and were dis- 
cussed at the Special Representative Meeting held on 
March 29, an account of which appears in this week’s 
Supplement. 

With one minor amendment the recommendations of 
the Council for its new constitution, presented by 
Dr. Pridham, were approved by the S.R.M. We shall 
record here the old methods of election and the new 
ones which take their place. First of all there are those 
who are members of Council by virtue of their office : 
the President of the B.M.A.; the President Elect ; the 
immediate past President ; the Chairman, the immediate 
past Chairman, and the Deputy Chairman of the Repre- 
sentative Body ; the past Chairman of Council for the 


1 See leading article, British Medical Jomesl,, 1948, 2, 392. 
2 Supplement to British Medical Journal, 194 1, 34. 





year immediately following his period of office; the 
Chairman of the G.M.S. Committee ; the Chairman of 
the Central Consultants and Specialists Committee ; the 
Treasurer ; and the past Treasurer in the year immedi- 
ately following his period of office. The Chairman of 
Council is elected by the Council and then becomes an 
ex-officio member. At its meeting last week the S.R.M. 
resolved that the immediate past Chairman of the R.B. 
and the immediate past Treasurer should now cease to 
be ex-officio members of the Council. Twenty-two 
members of Council used to be elected by Branches and 
Divisions grouped for this purpose. These 22: were 
elected by direct vote by each member of the Branch com- 
prised in the group. The S.R.M. last week accepted the 
recommendation that the number of members of Council 
elected in this way should be increased from 22 to 39, 
as well as the plan for the grouping of Branches for 
this purpose. This new grouping has the important 
effect of making the constituencies smaller. By inad- 
vertence Stirlingshire was omitted from the appropriate 
Scottish Group, and the effect of its inclusion on the 
number of Scottish members is to be considered by the 
Council. Hitherto 8 members have been elected by 
Groups and Branches not in Great: Britain or Northern 
Ireland ; the S.R.M. accepted the recommendation that 
this number should be reduced from 8 to 7, and rejected 
an amendment that the number should be reduced from 
8 to 1, the one person proposed being the Chairman of 
the Colonies and Dependencies Committee. The 
S.R.M. thus showed its awareness of the importance 
of having adequate representation of overseas members. 
Twelve members of Council were elected by grouped 
representatives of constituencies in the Representative 
Body. The S.R.M. accepted the recommendation that 
this method of election should now cease. The Repre- 
sentative Body as a whole used to elect 8 members of 
Council. This number has now been increased to 10. 
In addition, 2 members are to be elected by the repre- 
sentatives of the constituencies in Scotland, and one by 
the representatives of constituencies in Wales with Mon- 
mouthshire. The S.R.M. rejected proposals to reduce 
the number of those representing the armed Forces from 
3 to 1, and also the proposal that the Public Health 
Service members should be reduced from 2 to 1. 
Motions affecting the representation on Council of one 
woman medical practitioner were withdrawn. 

Under its new constitution the size of the Council is 
increased from 68 to 75. The constituencies that will 
elect directly 39 members are smaller than the old consti- 
tuencies which elected 22. If this new move is.to make 
for better contact between the electors and the elected, 
between the periphery and the centre, it is imperative 
that members of the B.M.A. should take far more 
interest than hitherto in the election. It is hoped that 
the smaller constituencies will result in a much bigger 
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poll. If this does not happen the apathy that has been 
complained of will once more descend upon the 
Divisions and Branches of the Association. But at least 
those who attended the $.R.M. last week must have been 
impressed by what has been done by the Winchester 
Division. The voluntary and energetic work of its 
Chairman and Secretary has brought home to other 
Divisions the fact that if our democratic machinery is 
to work it will do so only if those who constitute the 
Association are prepared at the sacrifice of time and 
leisure to make the Association a live organization. The 
men and women who in a voluntary capacity serve as 


chairmen and secretaries of Branches and Divisions must . 


have, and well deserve, the support of their local mem- 
bers, who should find, an opportunity in this way of 
showing their gratitude to those who are doing a good 
job of work. 








AETIOLOGY OF RHEUMATOID ARTHRITIS 


Since the discovery of “cortisone” there has naturally 
been renewed interest in the results of research on the 
rheumatic diseases. In the opening pages of this issue 
we publish the report of the Scientific Advisory Com- 
mittee of the Empire Rheumatism Council on a care- 
fully controlled investigation into the aetiology and 
clinical features of rheumatoid arthritis, The number 
of cases and of controls from which the conclusions are 
drawn is impressive. Many hours were spent recording 
details at rheumatism centres all over the country, since 
each questionary took three or four hours to complete. 
One of the results of the investigation is that many “ old 
wives’ tales” about the cause of the disease are shown 
to have no statistical backing. There was no satisfactory 
evidence that home conditions are important in the 
aetiology: a few more patients than controls lived in 
damp houses, but a larger number of the controls than 
patients lived in basements. There is slight support for 
the widespread view that working in cold conditions is 
a factor in the development of the disease, but more 
important than this is the evidence showing that once 
the disease had developed 58% of the patients were 
unable to carry on their work. This is an example 
of the great economic loss caused by the rheumatic 
diseases. . 

It has been repeatedly suggested that rheumatoid 
arthritis is due to psychological trauma, but there was 
no higher incidence of psychic stress as a precipitating 
factor in the patients studied than in the control group. 
The sex incidence and age at onset in this series of cases 





1J. clin. Endocrinol. See leading article in British Medical 
Journal, 1950, 1, 234. 

2 Lancet, 1950, 1, 492. 
3 Proc. Mayo Clin., 1938, 13, 161. 


-» 1946, 6, 117. 


differ from figures obtained in most previous investiga- 
tions, for the preponderance of females was not very 
marked and the mean age at onset was over 40—an age 
higher than many physicians would have suspected. The 
absence of psychic stress and of previous infections con- 
flicts with Selye’s' view that rheumatoid arthritis is one 
of the diseases of adaptation, and the fact that no statisti- 
cal evidence is forthcoming that allergy plays a part in 
the aetiology is interesting in view of the recent work 
of Long and Miles*® on the effect of cortisone and 
A.C.T.H. on hypersensitivity. Recognizable endocrine 
disorders were found in only 1% of the patients, which, 
as the report says, “is of particular interest in view of 
the remarkable therapeutic effects of cortisone.” An 
important finding is the statistically significant figure of 
family incidence—7% of the fathers and 15% of the 
mothers of patients suffered from arthritis, compared 
with 3% and 9% in the controls. Rheumatoid arthritis 
is not usually considered a familial disease, but because 
of this finding further investigations should be under- 
taken. There is slight evidence that the disease is more 
likely to start during the first year after a pregnancy, 
and the work of Hench’® is substantiated by the finding 
that, of the 22 women who had rheumatoid arthritis and 
became pregnant, all but one improved. In 17 of these 
cases the disease became worse again after parturition. 
No association could be found between the menopause 
and rheumatoid arthritis. Another important ‘positive 
finding was that a statistically significant number of 
patients who develop this disease, which, it is gener- 
ally recognized, is commonly associated with peripheral 
vascular disturbances, have had these disturbances before 
the onset of arthritis. 

In the section of the report devoted to the clinical 
pattern of the disease the figures for the prodromal inci- 
dence of, for instance, lassitude (46%) and loss of weight 
(25%) emphasize that this condition is a systemic disease 
and that the joint symptoms are only part of the dis- 
order. The careful observations on the cause of the 
disease recorded by the older physicians are upheld: 
usually the peripheral joints are. first affected and the 
distribution is symmetrical. The sedimentation rate 
was raised in 92% of cases, and the plasma uric acid 
was normal in all except 3 of 412 patients. Evidence 
of the association between anaemia and rheumatoid 
arthritis was strong. It is encouraging to learn from the 
report that 81% of patients consulted their doctor within 


three months of onset and 64% had been referred to, 


specialists within six months. Admittedly the patients 
questioned were attending rheumatism centres, of 
which there are few in this country, and so earlier 
diagnosis than usual might be expected, but the figures 
do suggest that sufferers are seeking advice and are 
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hopeful of help at an early stage and that the profession 
is beginning to get the opportunity of preventing the 
severe crippling caused by this condition. 

The Scientific Advisory Committee of the Council, 
under the leadership of Professor L. S. P. Davidson, is 
to be congratulated on the completion of this detailed 
work. With their report the Committee has placed the 
study of the clinical features of rheumatoid arthritis on 
a scientific basis for the first time, and by doing so 
has set an example which should be followed in other 
rheumatic conditions. Since the discovery of the effects 
of cortisone claims are being made in this country and 
elsewhere that certain drugs relieve the pain and stiff- 
ness of rheumatoid arthritis in a remarkable manner, but 
little reference is made to the other features of the dis- 
ease which this report shows are just as important as 
evidence of activity. The field of research in this con- 
dition has suddenly become for the first time a most 
attractive one. Workers entering it would do well to 
study the report in detail, for it lays down, with statistical 
backing, criteria for diagnosis. 








BONE-MARROW BIOPSY 


Ehrlich’s discovery of suitable methods for staining 
circulating blood cells added greatly to the under- 
standing of their structure, function, and diseases, but 
study of the development of these cells in the bone 
marrow was delayed by the close attention paid to fixed 
sections of post-mortem material or of animal tissue. 
Marrow examination in the living man was carried out 
rarely until the simple technique of sternal puncture was 
introduced by Arinkin' in 1929. Since then many papers 
have been published ; the most recent edition of Leitner’s 
monograph? cites nearly 2,500. 

Most workers still use the sternum as a source of 
marrow, and in reasonably experienced hands this is 
safe and satisfactory in adults. Nevertheless, it should 
be borne in mind that the margin of safety is small and 
that carelessness or unexpected osteoporosis may lead 
to injury of the underlying structures and to fatalities.* 
The tibia is often used in infants, and recently the possi- 
bility of using other bones such as the vertebral spines‘ 
and the iliac crests® has been considered. It appears 





1 Folia haemat., Lpz., 1929, 38, 233. 
2 Bone Marrow Biopsy, 1949, London. 
‘ Lancet, 1948, 1, 566. 
"| P.. Blood, 1948, 3, 198. 
Ru instein, M. A., J. Amer. med. Ass., 1948, 137, 1281. 
1965 repeal D. Bes Hutchison, H. E., and Smith, G. H., British Medical Journal, 


7 Weisberger, A. S., and Heinle, R. W., Amer. J. med. Sci., 1948, 216, 170. 
8 Blood, Special Issue No. 1, 1947, p . 33. 

9 Os; good, E. E., and Muscovitz, sg N., J. Amer. med. Ass., 1936, 106, 1888. 
10 Hird, A. | Re Glasg. med. J., 1947, 28, 80. 
ll Aitken, G. I, Lancet, 1943, 2, 466. 
Ae elites Ran US, 

ssue No p. 

4B -» Blood, 1948, 3 987. 
18 J. clin. Pua ” 1949, 21 


that marrow from these sites closely resembles that from 
the sternum in abundance and composition, and those 
who have carried out puncture of the sternum in young 
or nervous patients will appreciate the advantage of 
working at a site further from the patient’s gaze and 
with less obviously lethal possibilities. Failure by an 
experienced operator to obtain marrow even after 
repeated puncture is uncommon, and when a punc- 
ture is unsuccessful pathological changes in the bones 
may account for it. Marrow hypoplasia, secondary 
carcinoma, Hodgkin’s disease, and the unsatisfactory 
group of conditions referred to as myelosclerosis are 
perhaps the most frequent causes of a “dry tap.” 

It has been customary to make films of aspirated 
marrow which, while comparable to blood films in 
the excellence of their cellular detail, fail to show the 
structure of the marrow as a tissue. However, except 
on rare occasions the use of a trephine is unnecessary, 
since the small fragments of marrow present in almost 
all aspiration specimens can be satisfactorily examined 
by the employment of modified histological methods.‘ ” 
For ordinary clinical work with marrow films the simple 
blood stains such as Leishman or May-—Grunwald- 
Giemsa suffice, but in recent years there have been 
many advances in the more detailed study of cells. 
New microscopic techniques such as phase-contrast 
microscopy and spectrophotometry of individual cells 
together with a better understanding of the significance 
of staining reactions have given a new lease of life 
to morphological haematology, which had previously 
seemed exhausted. Jn vitro culture of marrow cells has 
so far yielded few important results. Such studies have 
been made by Plum,’ following on earlier work by 
Osgood and Muscovitz.* The apparatus is complex 
and observation difficult. Plum has studied red-cell 
production by this method and supports the view that 
the mature red cell results from the budding-off, or 
gemmation, of the cytoplasm of the normoblast, so that 
one such cell may give rise to many erythrocytes and not 
merely one as more generally believed. 

The clinical uses of marrow biopsy are many. In 
macrocytic anaemias the presence of the megaloblastic 
type of erythropoiesis characterizes a group which may 
be expected to respond to liver therapy. To this, how- 
ever, there is an exception. When, as happens with un- 
fortunate frequency, liver has been administered after a 
clinical diagnosis of anaemia without study of the blood, 
the marrow picture may give little information. Of other 
blood diseases, the leukaemias (especially the so-called 
aleukaemic varieties), aplastic and refractory anaemias, 
and myelomatosis call for marrow study. Marrow 
biopsy may be used to confirm the presence of secon- 
dary neoplastic deposits in the bones of the trunk, and 
it is here that histological sections of aspirated material 
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prove of most value: the growing use of chemotherapy 
for cancer, as in the administration of stilboestrol for 
prostatic, or of testosterone for mammary, cancer makes 
this a less academic procedure than might be thought. 
In the Tropics, and occasionally in this country, marrow 
biopsy is of value in the diagnosis of parasitic diseases, 
particularly kala-azar’® and malaria.** Marrow culture 
may sofnetimes be more successful than blood culture 
for the isolation of pathogenic bacteria such as the 
typhoid bacillus. The tubercle bacillus can sometimes 
be grown from marrow specimens in the course of 
miliary tuberculosis, and sections may show the pre- 
sence of tubercles. Schleicher’? described the finding 
of tubercles in sections of the sternal marrow of eight 
patients with miliary tuberculosis, in four of whom the 
diagnosis had not previously been suspected: in the 
sections studied, almost one-third of the marrow frag- 
ments contained tubercles, and the method therefore 
appears eminently practicable. Unfortunately Schleicher 
does not indicate if the examination was negative in any 
cases of proved miliary tuberculosis. Since the introduc- 
tion of streptomycin the ability to diagnose miliary 
tuberculosis has become most important, and this 
method of diagnosis might repay further investigation. 
Similar granulomatous lesions in brucellosis have been 
well described and illustrated by Sundberg and Spink.** 

Marrow biopsy enables fresh human cells and tissues 
to be studied, if need be serially, and it is an ideal method 
for research into blood formation. The danger of draw- 
ing conclusions from sections of material obtained at 
necropsy is well shown by the history of myelomatosis. 
Before marrow biopsy was employed numerous different 
types were described, but since 1929 with few and doubt- 
ful exceptions only the plasma-cell variety has been 
reported.'* There is thus good reason to re-examine the 
views of earlier workers on red-cell development, and a 
recent well-illustrated review by Dacie and White’ of 
erythropoiesis in the light of human bone-marrow biopsy 
brings the subject up to date. The authors discuss 
methods of obtaining and examining material, the struc- 
ture and development of red cells (which they believe to 
take place extravascularly but not by gemmation), and 
some of the results of modern cytochemical studies. The 
remainder of their paper is devoted to abnormal erythro- 
poiesis as seen in pernicious anaemia and other blood 
disorders. Here they emphasize that the presence of 
“ intermediate ” megaloblasts indicates minor degrees of 
deficiency of the haemopoietic principle. The term is 
used to indicate a series of cells combining features of 
both megaloblast and normoblast, and not cells at a stage 
of development between the early and late megalobiast. 
Whether this use of the term will meet with general 
agreement is pethaps open to doubt, but the recognition 
of such cells-is important. 


ANTIHISTAMINE DRUGS AND THE 
COMMON COLD 


Claims that antihistamine drugs may abort or beneficially 
modify the course of the common cold have been made 
by a number of observers.'* Brewster, who first recorded 
favourable results with “benadryl” in 1947, and for a 
wider range of antihistamine drugs in 1949, has now 
reported satisfactory response with phenindamine 
(“thephorin”),> which is said to cause sedative side- 
effects less often than other antihistamines. Any such 
claims must be examined in the light of our knowledge 
of the natural history of the common cold gained from 
such studies as those of Andrewes.* He has shown that 
it is probable that colds can be caused by more than one 
agent—for example, both the influenza A virus attenuated 
by repeated cultivation in fertile eggs and the virus of 
atypical pneumonia can give rise to symptoms indistin- 
guishable from those caused by viruses whose effects appea: 
to be limited to cold production. It is not clear what 
factors lead to a breakdown in the individual’s resistance, 
enabling the cold virus to invade the nasal mucosa. One 
possible predisposing cause is the presence of nasal atopy. 
It is also possible that histamine is liberated locally as a 
result of the action of the virus on the nasal mucosa. In 
either case it would be reasonable to expect antihistamine 
drugs to have some beneficial effect. After an initial period. 
when the nasal secretion is clear, a mucopurulent discharge 
develops, probably due to the presence of secondar) 
invaders. It is in the preliminary period that antihist- 
amine drugs are said to be most effective. 

In his latest paper Brewster® claims that 54% of 462 
patients treated within six hours of the onset of the cold 
with three 25-mg. doses of phenindamine at four-hourly 
intervals were “cured” within 24 hours; a further 25% 
were improved. Of 694 patients treated within 12 hours 
46% were “cured” and a further 29% improved. These 
figures must be compared with 32% and 28% of “cures” 
and 21% and 25% of improvement for corresponding 
groups of a smaller control series treated with a placebo. 
Patients with known atopic disease responded no better 
than the remainder. It must be remembered in assessing 
these results that the diagnosis was made and the effect of 
treatment estimated by the patients themselves: they did 
not of course know whether they were receiving the 
phenindamine or the placebo. The relatively high “ cure ” 
rate with a placebo is probably explained by Andrewes’s 
observation that many of his experimental subjects devel- 
oped the preliminary symptoms of a cold but that these 
did not progress®: he therefore suspected that in natural 
conditions many colds abort spontaneously. Andrewes, 
Paton, and Fuller,’ in a careful but limited investiga- 
tion, were unable to demonstrate any benefit. from 
“ anthisan.” 





1 Brewster, J. M., Naval med. Bull. Wash., 1947, 47, 810, and 1949, 49, 1. 

2 Gordon, J. S., Laryngoscope, St. Louis, 1948, 58, 1265. 

3 Murray, H. G., Industr. Med., 1949, 18, 215. 

«Cort, F., British Medical Journal, 1948, 1, 758. 

5 Illinois med. J., 1949, 96, 302. 

6 Lancet, 1949, 1, 71. 

7 Ibid., 1949, 1, 935. 

8 British Medical Journal, 1950, 1, 795. 

® Schwartz, E., Ann. Allergy, 1949, 7, 770. 
10 British Medical Journal 1949 1, 1098. See annotation in Journal, 1950, 1, 111. 
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In the most favourable circumstances it seems inappro- 
priate to use the word “cure ” in connexion with the effect 
of antihistamine drugs on the common cold in the same 
sense in which it can be used, for example, with reference 
to penicillin in staphylococcal infection. Nevertheless, even 
if symptomatic relief is afforded and the course of the 
disease modified, such treatment may be of some value. 
It is clear that further controlled experiments should be 
conducted before the antihistamine drugs are accepted as 
a routine form of treatment in this condition, and, as 
announced last week,’ the Medical Research Council has 
agreed to arrange an investigation. Among the more 
obvious reasons for caution is the fact that, in addition 
to the mild sedative and gastro-intestinal side-effects so 
commonly experienced after taking these substances, a 
number of serious and unusual reactions have now been 
recorded.* These may indirectly endanger life, a hazard 
that is not usually related to the common cold itself. What 
appears to have been the first death in this country after 
an overdose of an antihistamine drug was reported by 
Tobias?° in the Journal last year. The advertising of anti- 
histamine drugs as “cold cures” in the United States is a 
matter of concern to the Food and Drug Administration, 
which, it is reported, is ready to take court action if it 
could be proved that the drugs had caused injury. 





CHLORAMPHENICOL IN TYPHOID 


When chloramphenicol was first used in the treatment of 
typhoid fever small doses were given for not much more 
than a week, and relapses were not infrequent. As a con- 
sequence daily doses of 3-4 g. were recommended for an 
adult, but there is evidence that such doses may not be 
without danger when the infecting organisms produce a 
highly potent endotoxin. More than one group of workers 
has drawn attention to the fact that after treatment for 
24-48 hours the temperature suddenly falls in some patients 
often to subnormal, the pulse becomes feeble and rapid, 
and vascular collapse occurs. Mollaret and his colleagues? 
have treated 64 cases due to Salmonella typhi and 36 due 
to Salm. paratyphi B, and report two deaths as a result of 
this sudden collapse. At necropsy the tissues were sterile, 
but the internal organs and lymph nodes showed intense 
vascular dilatation with very little evidence of cellular 
reaction. The lesions resembled those produced by the 
endotoxins of typhoid and paratyphoid organisms. Mol- 
laret and his colleagues therefore inoculated a series of 
guinea-pigs with a culture of Salm. paratyphi B known to 
produce a potent endotoxin, the injection being made into 
the ileocaecal lymph node. Half the animals were then 
given chloramphenicol, and half were kept as controls. 
All the infected guinea-pigs died, but whereas those given 
choramphenicol succumbed in 18-24 hours, marked 
congestion of the abdominal lymph nodes being observed, 
those given no chloramphenicol died in from 8-10 days. 
The control animals given chloramphenicol alone were un- 
affected. The authors conclude that the administration 
of 3-4 g. of chloramphenicol to patients with typhoid fever 
may serve to liberate large doses of endotoxin from the 





1 Bull. Soc. méd. Hép, Paris, 1950, 66, 85. 


too rapidly killed bacilli, with the result that sudden vas- 
cular collapse takes place. They suggest that the daily 
dose of chloramphenicol should not exceed 2 g. and that 
this dose should be continued for 14 days: after a short 
interval the course may be repeated. Another method of 
overcoming the too rapid liberation of potent endotoxins 
would be to inject antitoxic sera, at any rate during the 
first few days of chloramphenicol administration. 





DIABETES AND ADDISON’S DISEASE 


The remarkable effect of “cortisone” in rheumatoid 
arthritis and other conditions has tended to overshadow 
many other advances in knowledge of the varied actions of 
the adrenal gland, many of which are destined to have an 
important influence on clinical medicine. An important 
action of the 11l-oxysteroids, the group to which cortisone 
belongs, is on carbohydrate metabolism, and cortisone 
itself is particularly potent in this way. If small amounts 
of this or other similar sterols are injected into rats there 
rapidly develops a form of diabetes which is surprisingly 
resistant to the action of insulin. Thus Ingle! injected a 
rat with 5 mg. daily of 17-hydroxycorticosterone and pro- 
duced diabetes which could not be completely controlled 
even by 1,000 units of insulin daily. Direct clinical evidence 
of the influence of these sterols on the course of human 
diabetes has recently been obtained. Balfour and Sprague? 
have had under observation two cases of diabetes mellitus 
associated with Addiscn’s disease. In the first of these 
diabetes developed when the patient was 29 and Addison’s 
disease five years later. Control of the diabetes then became 
difficult and frequent insulin reactions began to occur. 
When treatment with desoxycorticosterone was given insulin 
requirements gradually fell to zero and glycosuria ceased 
At this stage 2 mg. of cortisone was also injected, with 
the result that the blood sugar rose to a high level and 
glycosuria and ketonuria were pronounced. The second 
patient was a woman of 30, also suffering from both 
diseases. Under treatment with desoxycorticosterone her 
blood sugar fell, and both glycosuria and ketonuria became 
mild. When given 4 mg. of cortisone a day her diabetes 
rapidly grew worse, and the ketosis became so severe that 
further cortisone had to be withheld. The same authors, 
by removing a large mass from the right upper abdomen 
which proved to be an adrenal carcinoma, were able to 
cure diabetes in a woman of 49 who had a fasting blood 
sugar of 252 and needed 145 units of insulin a day. After 
operation the signs of diabetes disappeared. A fourth case 
observed by these workers was a boy with diabetes who 
was relatively insensitive to insulin and who showed the 
stigmata of Cushing’s syndrome. From his urine they were 
able to isolate an amount of “compound F” (another 
adrenal steroid) equivalent to a daily excretion of 7.5 mg. 
per day. 

Simpson* has also observed three cases of combined 
diabetes and Addison’s disease: from these and from the 
published reports of other cases he has made a full clinical 
appraisal of the association of the two diseases. He too 
finds that when adrenal failure is superimposed on diabetes 

1 Ann. N.Y. Acad. Sci., 1949, 60, 576. 


2 Amer. J. Med., 1949, 7, 596. 
8 J. clin. Endocrinol.. 1949, 9, 403. 











830 Aprit 8, 1950 


DIABETES AND ADDISON’S DISEASE Barres 





there is a progressive reduction in insulin requirements, an 
increase in insulin sensitivity, and a greater liability to hypo- 
glycaemic attacks. Death is far more likely to result from 
adrenal insufficiency or hypoglycaemic coma than from 
diabetic coma. There is no doubt that varying activity of 
the adrenal gland in man can greatly influence the severity 
of established diabetes and the degree of insulin resistance. 
How much can be explained in terms of such variations 
can be determined only by much more investigative work. 
It is well known, for instance, that infection increases, 
sometimes greatly, the needs of the diabetic for insulin 
and his resistance to it. There is good evidence that pro- 
duction of the 11-oxysteroids is increased by such infec- 
tions, and the two phenomena may be related. 





RADIOTHERAPY OF EPITHELIOMA 


The report by van Roojen' of an “ experimental ” series 
of cases of epithelioma treated by x rays at Capetown 
received some publicity, and many radiotherapists and 
others in this country have been asked about the “ new” 
method. In the introduction to this report van Roojen 
discussed the effects of fractionation of radiation on skin 
reaction in relation to the total dose and time, and men- 
tioned Reisner’s work,” which indicates that for the same 
total dose and total time there is a greater reaction with 
six than with eleven fractions. He contrasted this with 
Quimby and McComb’s results,* which showed that there 
was little or no difference provided that the overall time 
and overall dose are the same, and he attributed the contra- 
diction, as others have also, to the fact that these authors 
used a milder reaction as their standard and gave more 
frequent exposures of less magnitude so as to improve skin 
tolerance. From his own experience, van Roojen considers 
it desirable to complete a cancer treatment in one week 
rather than four or five weeks. He believes that the tumour 
bed is of importance in the destruction of a tumour by 
radiation and that it should not be over-damaged by 
the radiation.* He treated 23 cases by 11 exposures in 
120 hours with 200 Kv x rays, the total dose being 2,200- 
2,500 r. The results were satisfactory. He considers these 
doses to be equivalent to radium doses (given continuously) 
of 4,000-4,500 r in five days. There is certainly a case 
for experimenting with the time factor in radiation, but 
van Roojen’s discussion of other work on this is rather 
scanty. Others have used these doses in these times, and 
others have treated patients twice daily, but for longer than 
five days and with higher doses. The possible variations 
of time and dosage in radiotherapy are legion. Empirical 
methods can be judged only by results, but the cases 
described by van Roojen had been treated only a few 
months previously, and the results should be assessed again 
at three and five years. There is much to be said for treat- 
ment twice daily, and therefore for the organization of a 
day and night service in radiotherapy. Most radiotherapists 
in this country would consider the total dose (2,500 r) too 
small and the overall time (five days) too short for the 
best results with x-ray treatment, and only time can prove 
whether van Roojen is right. 


1 Clin. Proc., 1947, 6, Suppl., 

2 Ergebn. med. Serahlenforsch P 933, 6, 1. 
8 Radiology, 1936, 27, 196; 1937, 29, 305. 
4 Ellis, F., Brit. I. Radiol., 1944, 17, ‘90. 





AGE AND DEXTERITY 


The conference of industrial and Service medical officers 
which the Medical Research Council arranged in London 
last week (and which will be reported in next week’s 
Journal) was only partly occupied with industrial health 
hazards and occupational factors in disease. Mental and 
muscular activities when studied in the laboratory, as the 
Applied Psychology Unit under Sir Frederic Bartlett has 
studied them at Cambridge, seem to fall sadly below the 
expected standard, alike in speed, accuracy, and co-ordina- 
tion. Workers from this unit demonstrated the “action 
lag” which attends such high-speed serial tasks as those 
of skilled telegraphists and touch typists ; they showed for 
how extremely short a time an optical pyrometer can be 
held steadily in the hand for the reading of a furnace 
temperature; and they even registered the failure of 
those who have had propaganda directed at them—road 
safety, for example—to recollect at the critical moment 
what they have been taught and apply it to the sudden 
emergency. 

Some melancholy facts brought out in these demonstra- 
tions were concerned with the effects of ageing. One of 
the Night Thoughts of Thomas Young is that “at 30 
man suspects himself a fool.” The laboratory does not 
suggest that foolishness begins to arrive at 30, but it does 
suggest that after that age the faint shadows of senility 
are approaching. The ordinary instructed person, con- 
fronted with an electrical box and required to indicate 
which terminals correspond with certain readings on a 
resistance meter, will take longer over it and require more 
readings to solve the problem if he is over 30 than if he 
is under. Such a simple exercise as tracing with a stylus 
the mirror image of certain digits is less speedily performed 
once the age of 30 is passed. A person under 30 will be 
able to make 130-140 discrete movements of his hand in 
one minute ; if he is over 30 his average may drop to 90. 
Faced with the task of moving a handle so as to keep a 
pointer in line with another which is automatically swing- 
ing from side to side, the man over 30 will tend to lag 
behind and to swing his pointer less than is required by 
the movements of the pilot. No doubt criticisms could 
be made of all such tests, but the conclusion seems to be 
that the ability to make rapid and accurate movements and 
to keep on making them declines steeply in early middle 
age. 

There is, of course, much to be said on the other side. 
The older man might well claim that his experience 
and practice make up for any abatement of mechanical 
dexterity. An example may be taken in the shorthand 
writer practising in Parliament or in the courts. His work 
entails a close co-ordination of hearing, mental assimila- 
tion, and hand movements, all at high speed. It is pos- 
sible that the 200 words a minute which gained him his 
diploma in his youth have become 150 or less in middle 
age, but meanwhile he has become better equipped mentally 
for his task. There may be more gaps in his record, but 
he is better able with his knowledge and intelligence to 
make them good. The over-30s—who constitute the 
majority of the population of this country—may find 
some comfort in Benjamin Franklin’s dictum that at 30 
years of age the wit reigns, but at 40 the judgment. 
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MENORRHAGIA 


BY 


JOHN STALLWORTHY, F.R.C.S., M.R.C.O.G. 
Gynaecologist and Obstetrician, Radcliffe Infirmary, Oxford 


A woman having an issue of blood twelve years, which 
had spent all her living upon physicians, neither could 
be healed of anyone.—St. Luke viii. 43. 


Definition 

Menorrhagia is an excessive increase of the menstrual loss. 
The increase may result from a heavier flow during a 
period of normal length or from prolongation of the period. 
The term “ menorrhagia ” is often used loosely to describe 
irregular or excessive bleeding which is not confined to the 
menstrual period ; but this is not correct. In this article 
the above definition is accepted. It will be apparent imme- 
diately that the words “ excessive increase ” are not precise, 
and for that reason the definition itself fails in this respect, 
but the problem which the doctor has to solve when treating 
menorrhagia is also not a »recise one. Indeed, it is almost 
infinitely variable. A woman who has been accustomed to 
using three diapers a day finds that she requires five and 
complains, perhaps with reason, of an excessive loss. The 
next patient may need eight or nine diapers but considers 
this normal because her loss has been of this order since 
the menarche. She has become accustomed to it and does 
not consider it excessive. 


It must be emphasized at the outset that menorrhagia is 
not a clinical or pathological entity but always a symptom. 
Thus there is no treatment for menorrhagia, but only for 
the underlying cause and for the resultant anaemia. The 
immediate reaction of many who read or hear this state- 
ment for the first time is to dispute its accuracy, They 
refer perhaps to long years of experience with ergot, 
quinine, or strychnine, and say that these or other drugs 
have almost invariably been successful in the treatment 
of menorrhagia, and that it is only the’ exceptional case, 
in which these fail, that demands further investigation or 
treatment. It should be remembered, however, that it is 
“the exceptional cases” collected from many general 
practices which keep our hospitals full and add to the 
length of already overlong waiting-lists. It is as illogical 
to give ergot to every woman who bleeds excessively as 
it is to give a linctus to every patient who complains 
of a cough. 

What, then, is the problem of menorrhagia as it has to 
be solved by the general practitioner? His first task is 
to obtain the history and assess the severity of the trouble. 
This may show that there is no cause for anxiety and 
that reassurance is all that is necessary. If further investi- 
gation of the menorrhagia is required his second task is 
to determine the cause; his third task is to decide on 
treatment and then administer it. 


History and Severity of the Menorrhagia 

When information is collected on these two points the 
cause of the trouble is often made clear. The appearance 
of an anaemic patient complaining of menorrhagia gives 
positive proof of the severity of the bleeding, but it should 
be remembered that, whereas the anaemia is usually the 
result of the menorrhagia, occasionally the reverse is true, 
and with a primary anaemia or other blood dyscrasia such 


as leukaemia the menorrhagia may be caused by the under- 
lying blood condition. The history of the complaint is of 
great importance, and the few minutes used collecting and 
recording accurate details is time well spent. 

The questions requiring an arfswer are: When did the 
trouble begin? Did it follow some major incident such 
as an abortion, delivery, or illness? Has it progressively 
increased ? Have there been associated signs and symp- 
toms with particular reference to pain, intermenstrual dis- 
charge or bleeding, or abdominal enlargement ? Has there 
been any associated menstrual irregularity ? Is it associ- 
ated with infertility? The importance of these several 
points are considered in more detail. 

Post-abortal or Post-natal Menorrhagia.—The most 
common causes of this are retainéd products of conception 
and retroversion. In the case of the former an inter- 
menstrual brown discharge is common. In the latter the 
retroversion is associated with subinvolution and chronic 
pelvic congestion. This, more than the misplacement itself, 
is responsible for the menorrhagia, 

Menorrhagia Following an Illness.—This is common and 
is probably due, in part at least, to the general atonicity 
of the convalescent. With improvement in the health of 
the patient the menorrhagia decreases until normal func- 
tion is restored. Tonics with strychnine or iron speed 
the recovery. 

Progressively Increasing Menorrhagia.—This always 
implies an underlying pelvic lesion, and the two most 
commonly responsible for this symptom are uterine fibroids 
and pelvic endometriosis. An increasing menorrhagia with 
fibroids always suggests that one or more tumours are 
becoming submucous. If endometriosis is responsible for 
the bleeding, associated pain, which is characteristic in 
that it is premenstrual and progressive until the flow starts, 
is nearly always present. Then there is relief until seven 
to ten days before the next period begins, The pain is 
due to congestion of the areas of ectopic endometrium, 
and its site varies with the distribution of these. If they 
involve the uterus the pain is felt in the midline of the 
hypogastrium. If the utero-sacral ligaments, recto-vaginal 
septum, or pouch of Douglas are involved the pain tends 
to radiate into the sacrum or sacral area of the back, and 
is often associated with pain on defaecation and dys- 
pareunia. Bleeding per rectum may occur even at the time 
of the menstrual loss. 

Menorrhagia Associated with Pelvic Pain, Discharge, 
and Abdominal Enlargement.—This, like progressively 
increasing menorrhagia, always suggests an intrinsic pelvic 
lesion. The nature and site of the pain give a guide to 
the diagnosis. A midline hypogastric pain suggests its 
uterine origin.- An acquired progressive premenstrual 
dysmenorrhoea, with pain referred to this site and associ- 
ciated with progressive menorrhagia, is typical of adeno- 
myosis (endometriosis of thé uterus), On the other hand, 
a colicky pain referred to this site during menstruation, 
and associated with menorrhagia, suggests a uterine fundal 
polyp or a submucous fibroid becoming extruded as a polyp. 
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The pain is due to uterine contractions endeavouring to 
expel the tumour. Pain that is referred to the iliac fossae 
or sacrum and is premenstrual and congestive in type 
suggests either chronic inflammatory adnexal disease or 
endometriosis as already described. Endometriosis is also 
suggested by premenstrual rectal pain or deep-seated 
dyspareunia occurring only in the premenstrual phase of 
the cycle. 

When progressive menorrhagia is associated with a blood- 
stained jntermenstrual discharge the suspicion is raised 
of uterine ulceration involving either the cervix or the 
body of the uterus. Such ulceration is usually malignant 
and due to either cervical carcinoma or carcinoma of the 
corpus, The former is common before the menopause, 
but the latter is relatively rare. Sometimes this ulceration 
is due to tuberculous endometritis, which is now known 
to be much more common than was until recently believed. 
Vaginal smears, taken preferably in the intermenstrual 
phase, may reveal malignant cells, and in the same way 
cultures of the menstrual flow may grow the tubercle 
bacillus. As positive results are the only significant ones, 
the limited scope of these tests in general practice should 
be realized. It must be emphasized that negative results 
from vaginal smears or cultures do not exclude the pres- 
ence of carcinoma or tuberculosis. When menorrhagia 
is associated with abdominal enlargement fibroids are 
usually responsible. 

Menorrhagia with Associated Menstrual Irregularity.— 
This always suggests hormonal dysfunction with distur- 
bance of the pituitary-ovarian cycle. The absence of pain 
is a characteristic feature of such bleeding, which is most 
common at the menopause but may occur at any time 
before this, even at puberty. The presence of other con- 
ditions such as fibroids should not mislead the clinician 
when assessing the cause and effect in these cases, It is 
a sound clinical rule that fibroids do not cause irregular 
bleeding, and, conversely, that the removal of fibroids 
cannot be expected to cure such bleeding. This statement 
should be contrasted with that made earlier to the effect 
that fibroids can be a cause of progressive menorrhagia. 

Menorrhagia and Infertility—The importance of this 
relationship depends on whether the patient is trying to 
conceive or trying not to. In the former case it often 
happens that the condition responsible for the menorrhagia 
is also a factor in causing infertility. This could apply 
to subthyroidism, a submucous fibroid, endometriosis, 
chronic inflammatory disease of the adnexae, or endo- 
metrial tuberculosis. In general practice menorrhagia 
associated with infertility is more commonly due to pelvic 
congestion resulting from coitus interruptus than to any 
other cause. A note of warning is necessary. Patients 
suffering from this syndrome usually deny the use of 
contraceptive methods but admit that they do not want 
a child. To a further question they will state that the 
husband “is careful.” 

It will be apparent from the above that by adopting a 
systematic and logical method of history-taking the relevant 
information can be obtained in a few minutes, and in a 
large proportion of cases the provisional diagnosis will 
be clear before any physical examination is made. 

Determining the Cause 

A satisfactory explanation of the symptom of menor- 
rhagia can practically always be found, though to do 
sO may in certain cases require such accessory aids to 
diagnosis as blood examinations, cervical or endometrial 
biopsies, curettage with exploration of the uterine cavity 


for polypi or submucous fibroids, and even x-ray exami- 
nation of the uterus after the injection of radio-opaque 
materials. Ideally the cause should always be determined, 
but circumstances make this almost impossible in general 
practice. It is necessary therefore to have some guiding 
principles that will help in the selection of those cases 
which require further investigation and those which can 
with safety be treated empirically. 

The first principle is that every woman who complains 
of menorrhagia must be examined carefully. This sounds 
axiomatic, but it is well known that sometimes there is a 
temptation during a busy surgery to prescribe ergot and iron 
without examining the patient. In addition to a general 
assessment of the patient’s health, both the abdomen and 
the pelvis should be examined. Pelvic examination requires 
exposure of the cervix with a speculum and good illumi- 
nation as well as a careful bimanual assessment of the 
pelvic viscera. The haemoglobin and red cell count should 
be determined, and if there is reasonable doubt concerning 
a primary blood dyscrasia (as, for example, if splenomegaly, 
hepatomegaly, or purpuric areas are found) the blood film 
should also be studied, and probably a sternal-marrow 
puncture will ultimately be required, Therefore to make 
the necessary examination in these cases an appointment 
may be required for a time less busy than the surgery 
hours. 

If the examination reveals an apparently healthy pelvi: 
with a uterus and adnexae which are normal in size, in 
good position, and mobile, and there is no blood on the 
examining finger, and no intermenstrual blood-stained dis- 
charge as disclosed by the history, the patient could with 
safety be treated expectantly. Menorrhagia in such cases 
usually follows an illness, is due to emotional strain or 
physical fatigue, or is associated with constipation or un- 
satisfactory contraceptive techniques. Correlation of the 
history and the negative pelvic findings will help to 
determine the primary cause of trouble. Progress should 
be watched carefully over a period of three months, and 
it is wise to use the haemoglobin level as a check on the 
clinical opinion. 

If the examination reveals a mobile retroverted uterus 
in a parous woman, and particularly if the menorrhagia 
is of post-natal or post-abortal onset, the uterus should 
be manipulated into the anteverted position and main- 
tained there by a Hodge pessary for three months. During 
this time the patient can be treated expectantly as described 
later. Uterine manipulation and the insertion of pessaries 
should not be employed in nulliparous women. Retro- 
version in such cases is usually of congenital origin and 
is not of itself a cause of menorrhagia. When gross 
constipation makes an accurate assessment of the pelvis 
impossible it should be remembered that this condition 
can itself produce menorrhagia. Steps should therefore 
be taken to regulate bowel action, and the case can be 
reviewed in a month or two. In the meantime iron is 
given as described below. 

In all cases in which there is associated intermenstrval 
bleeding the exact cause of this, and of the menorrhagia, 
should be determined by curettage or biopsy before treat- 
ment is prescribed. it is advisable that this investigation 
should be performed by the gynaecologist who would have 
responsibility for the patient should the investigation reveal 
a carcinoma: or other serious condition requiring more 
radical treatment. 

In all cases in which the menorrhagia is found to be 
associated with demonstrable lesions in the pelvis, expec- 
tant treatment should not be carried out by a general 
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practitioner without a second opinion from a gynaeco- 
logist. The correlation of the details of history with the 
pelvic findings will in a high percentage of cases enable 
the practitioner to make an accurate provisional diagnosis, 
but the final decision on treatment is best made in consulta- 
tion with a gynaecologist. If the loss is enough to warrant 
the patient staying in bed the case is not one for expectant 
treatment but requires further investigation. 


Treatment 

In the group in which the menorrhagia is associated 
with new growths or inflammation of the pelvis the treat- 
ment is that of the underlying condition and does not 
come within the scope of this article. Post-abortal and 
post-natal menorrhagia are usually best treated by a curet- 
tage. If the uterus is retroverted it should be replaced and 
a Hodge pessary inserted for three months. 

When there is reason to believe that ill-advised methods 
of contraception are responsible, the reason for the trouble 
should be explained, preferably to both husband and wife. 
This interview will often result in their deciding to have 
a child. If it does not, they can be given the contraceptive 
advice they require. 

In all those cases in which the expectant attitude is 
adopted it should be remembered that unless there is a 
pronounced improvement within three months the case 
should be reassessed and, if necessary, a further opinion 
sought. Every effort should be made by the patient to 
take as much rest as possible and to avoid constipation 
on the eve of the period and during its first two or three 
days. On the morning of the days of heavy loss, usually 
the second and third days of the period, 1 dr. (3.5 ml.) 
of liquid extract of ergot or 0.5 mg. of ergometrine is 
given by mouth. If a second dose is required within 24 
hours the loss is too great to justify continuation of the 
expectant attitude. Iron should not be taken while bleed- 
ing continues, as it sometimes increases the loss, but when 
the period ends it should be taken regularly until the next 
one begins. This routine should be continued until the 
menorrhagia ceases and the blood picture has returned to 
normal. Strychnine tonics are of value in these cases. 

Hormones have a very limited place in the treatment of 
menorrhagia. There is the rare case in which even severe 
bleeding is due to subthyroidism, and, when the clinical 
picture suggests this, thyroid should be given: 2-3 gr. 
(0.13-2 g.) daily at first, increasing as necessary, using 
the pulse rate and weight as guides to tolerance. Where 
facilities exist for determining the basal metabolic rate 
this should be estimated. When menorrhagia is associated 
with irregular bleeding, and no lesion is detected in the 
pelvis, oestrogenic hormones can be tried. 

The stilboestrol routine is to give 1 mg. daily, starting 
as soon as a period ends and continuing for 21 days. It 
is then discontinued until the end of the next period, when 
the same routine is adopted. If menstruation has not 
returned to normal within three months the case requires 
further investigation. Stilboestrol may also be given to 
shorten a heavy and prolonged period, and in such cases 
it should be started on the third or fourth day of the 
period in daily doses of 2-3 mg., but when bleeding ceases 
the routine outlined above should be followed for a further 
21 days. 

Testosterone can be used in these cases instead of 
oestrogenic hormones. An intramuscular injection of 25 


*mg. of testosterone propionate is given weekly for four 


injections, beginning as soon as the period ends. Alterna- 
tively 10 mg. of methyl testosterone can be given daily 


by mouth throughout the cycle for two months, or a testo- 
sterone vaginal pessary (15 mg.) can be inserted daily for 
five days before the period is due. Androgen therapy 
should not be prolonged in view of the risk of producing 
masculinizing effects such as hirsutism, voice changes, and 
clitoral hypertrophy. If the menorrhagia is not controlled 
in three months the case should be reviewed and, if 
necessary, a second opinion obtained. 

Neither the gonadotrophic hormones nor progesterone 
have justified their general use in the treatment of menor- 
rhagia, though they may be prescribed in selected cases 
after consultation with a specialist. In intractable cases a 
useful method of administering the gonadotrophic hor- 
mones is to -give a transfusion of Wassermann-negative 
and rhesus-compatible blood from a pregnant woman. 


Menopausal Menorrhagia 

As this is so common in general practice special mention 
will be made of it. It should be remembered that when 
a menopause is normal menstruation behaves in one of 
three ways: it ceases abruptly; it decreases slowly and 
progressively ; or it becomes irregular with a decreasing 
loss and increased intervals between. 

All other behaviours, including menorrhagia, should be 
regarded as abnormal, and there is no place for the expec- 
tant attitude to this symptom at the menopause. Patients 
of 40 or over complaining of an excessive loss, too fre- 
quent bleeding, or an intermenstrual blood-stained discharge 
require a full gynaecological investigation by a specialist. 
A pelvis which is perfectly normal on examination may 
still be the site of an early endocervical or corporeal 
carcinoma. If no such lesion is found and it is decided 
that the menorrhagia is of hormonal origin the question of 
whether to try the effect of the treatment already described 
or to advise surgery or the induction of a radiation meno- 
pause is one on which no géheral advice can be given. 
Each case must be assessed on its own merits and a decision 
made in consultation with a gynaecologist. 


Summary 


Menorrhagia is a symptom for which the cause can almost 
always be determined. 

Every patient complaining of menorrhagia should have a 
general and pelvic examination. ° 

In general practice, when time and facilities are not always 
available for the full investigation of a case, it is reasonable 
to give treatment empirically for three months if the examina- 
tion discloses nothing abnormal and there is no intermenstrual 
bleeding. 

If there is not a pronounced improvement at the end of three 
months the case should be reassessed and a further opinion 
obtained. 

Expectant treatment should never be given when there is 
intermenstrual bleeding, something abnormal in the pelvis, or 
when menorrhagia occurs at the menopause. 

Expectant treatment consists in combating anaemia with iron, 
controlling the loss with ergot, and giving oestrogenic or andro- 
genic hormones to regulate gonadal activity. 








A study of the health services for children in Britain will 
be made by Dr. Francisco Manchaca, Director of the Children’s 
Hospital, Santa Fe, Argentina, during a six-weeks visit arranged 
by the British Council. Dr. Manchaca practised in Santa Fe 
before becoming director of the social service school of the 
Ministry of Public Health and Labour in Santa Fe Province. 
He now combines the direction of the children’s hospital with 
teaching child and maternal hygiene in the recently established 
school of public health in Santa Fe. 
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MINISTRY OF HEALTH REPORT FOR 1948 
FACTS AND FIGURES 


The year 1948, which saw the inauguration of the National 
Health Service, was also, so Sir Wilson Jameson said, the 
year of the most “ wonderful” vital statistics on record. The 
two facts have no connexion, but it is well for the future 
historian to bear in mind that in that year of great administra- 
tive change the health of the nation, so far as vital statistics 
can measure it, was at a peak never previously reached. The 
death rate at every age period, the infant mortality and maternal 
mortality rates, and the death rates for almost all the killing 
diseases were at their lowest. 


Inauguration of the N.H.S. 


The Report of the Ministry of Health which has just been 
published’ covers this important year. It embodies the report 
of the Chief Medical Officer, which occupies two-thirds of the 
volume. Although the account of the National Health Service 
relating the experience of the first few months can be only 
a superficial commentary, the “appointed day” overshadows 
almost the whole record. In his foreword the Minister says 
that since its inception: 

“* The Health Service has been subjected to sustained scrutiny both 
at home and abroad—indeed, it has excited world-wide attention— 
and the demands made upon it during the first nine months of its 
existence have in some directions severely taxed its strength and 
capacity. This has been a testing time, but it has proved that the 
structure of the Service is generally sound and that the foundations 
have been securely laid.” 


How big a change it was that took place on July 5, 1948, is 
summarized in a few figures. The ownership of 2,835 volun- 
tary and municipal hospitals in England and Wales, with a total 
of 300,000 staff, was vested in the Minister. The number of 
beds permanently retained for in-patients at the end of 1948 
was over half a million, though of these beds 64,695 were not 
then available because of staff shortages or repairs. For the 
general practitioner service, over 200 million forms had been 
prepared and distributed, in accordance with the advice of an 
expert committee, in the launching of the Service and its 
administration during the first few months. By the end of 
the year 21,466,755 persons had placed their names on doctors’ 
lists, in addition to the 19,540,597 whose names were already 
on lists under the old National Health Insurance arrangements. 
The number of principals taking part in the Service in England 
and Wales was 17,566. 

The introduction of the Service was, as the report calls it, 
an administrative revolution. A great increase in demand was 
felt at once in the general medical, dental, and pharmaceutical 
services. Here an immediate increase was possible because the 
individual members of the professions concerned could each 
undertake a little more with their own existing resources. The 
professions “have undertaken a vast amount of extra work 
and on the whole have been able to meet not unreasonably 
the requirements of the public.” 


The Work of the Family Doctor 


In a review of the first six months of the Service, Dr. Godber. 
a principal medical officer of the Ministry, says that the general 
experience was that doctors immediately began to have larger 
numbers in their surgeries, although the first two months after 
the Service started—July and August—are normally slack. 
Some of the calls were unjustified, even frivolous; some 
patients were seeking to obtain free supplies of medicaments 
normally kept in any household. The increase was perhaps 
most marked in areas where much practice was formerly pri- 
vate. As the winter came on, doctors did undoubtedly experi- 
ence exceptionally heavy demands for treatment. There were 
inevitably some delays in obtaining treatment and there were 
complaints of crowded surgeries. “ Despite this overburden 

‘Report of the Ministry of Health for the Year Ended March 31, 
1949, including the Report of the Chief Medical Officer on the State 
of the Public Health for Year ended December 31, 1948. Cmd. No. 
7910. H.M. Stationery Office. 7s. 6d. net, post free 7s. 11d. 





the family doctors carried the Service through its difficult first 
winter without serious breakdown.” 

The success of the Service, it is added, depends primarily 
on the family doctor's relationship with his patients, and this 
is not changed merely by an alteration in the method of pay- 
ment for the service. The Service has been extremely popular 
with the public, and it seems that despite the size of the under- 
taking and despite the unevenness of the load which stems from 
the existing distribution of doctors, the general practitioners 
have carried it successfully through its first year. 

A parting nod is given to the Insurance Medical Service. In 
a retrospective chapter there is a long quotation from the evi- 
dence submitted by the British Medical Association in 1924 
to the Royal Commission on National Health Insurance. It 
describes how the Representative Body in 1922 declared that 
the measure of success which had attended the experiment of 
providing medical benefit under the Insurance Acts had been 
sufficient to justify the profession-in uniting to ensure the 
continuance and improvement of the insurance system. The 
report states that if the National Health Insurance Act was 
regarded as an experiment in medical organization on a nation- 
wide basis, its success can be judged by the fact that the 
incorporation of the general practitioner arrangements into 
the National Health Service has been made with the general 
approval of the profession. 

‘“* The new Health Service meant to a large number of practitioners 
simply an extension of their list to include not only the insured 
patients, but practically the whole of their practice.” 


Comprehensive Survey 


The report is a comprehensive review of the health services. 
It begins with vital statistics and general epidemiology. A new 
feature is a chapter on some notable outbreaks of typhoid and 
paratyphoid fever and food-poisoning in 1948. Professor G. S. 
Wilson records the continued expansion of the Public Health 
Laboratory Service, and mentions the great value of Vi-phage 
typing, the success of a new method in the bacteriological 
examination of sewage, the greatly increased work done in 
the investigation of food-poisoning outbreaks, the trials of 
whooping-cough vaccine and of gamma globulin antibodies 
for measles prophylaxis, and the disappointing results of efforts 
to cure typhoid carriers. The Hospital Laboratory Service and 
the National Blood Transfusion Service are each the subject of 
a chapter. In connexion with blood transfusion, the expansion 
of the complex work of the Blood Group Reference Laboratory 
is noted. This laboratory, in conjunction with the Medical 
Research Council’s Blood Products Research Unit, has done 
much to enable this country to take the lead in research on 
blood grouping. There are chapters on dental services, maternal 
care, nursing and midwifery services, a review of the morbidity 
statistics surveys, and an extended section on the work of 
W.H.O., ‘whose first assembly in 1948 was attended by repre- 
sentatives of the Ministry of Health and is reported in these 
pages. 

The Ministry of Health has a multitude of other duties, many 
of them deriving from its former existence as the Local Govern- 
ment Board, and the report includes a reference to these. Then 
there are some valuable tables, one of them showing the num- 
bers of medical staff, classified according to grade and nature of 
appointment, in all teaching and regional board hospitals, and 
for all departments therein. 


Vital Statistics 


The vital and other statistics given in the report are certainly 
heartening, especially for a nation recovering from a war and 
suffering still from post-war austerity. The general death rate 
was 10.8, the lowest on record. The number of people who 
died in 1948 was less than in any year since 1930, when there 
were three million fewer people in the country. Before the 
war the lowest standardized mortality in any year was reached 
in 1938, the last full year of peace, and compared with: that 
year the mortality index for 1948, covering all ages, showed a 
20% decline. The greatest relative decrease in the death rate 
was for school-children, the rate for children aged 5 to 15 in 
1948 being less than half the figure for 10 years ago. But 
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there was a decrease in the death rate at every age period and 
for both sexes. There was even a steep fall as compared with 
the previous year in the death rate for both males and females 
over 75. 

The infant death rate touched a new low figure, 33.9 per 
1,000 live births, or only about half of the prevailing figure 
20 years ago. But lest there be any complacency about this, 
it is pointed out that in Sweden and the Netherlands the rapidity 
in the improvement of the rate has been greater than in 
England. New Zealand and Sweden both achieved the low 
rate of 22 in 1948. Prematurity has in recent years attracted 
increasing attention as perhaps the most important factor 
contributing to the neonatal death rate and it is interesting 
to find two reports on the care of premature infants in 
Birmingham and Newcastle. 

One cause of infant death seems to have increased, namely, 
mechanical suffocation, and this country is not alone in experi- 
encing this increase. A pilot survey of 94 such deaths showed 
that there was good maternal care in 68%. It is suggested that 
in most of these cases of sudden unexpected death the real 
cause is infection, usually respiratory, and the asphyxia is 
merely the mode of dying. 

Maternal mortality was at its lowest in 1948 at 1.02 per 1,000 
births. These results for infants and mothers were achieved 
with a continuing high birth rate. The birth rate in 1948 (17.8 
per 1,000 living) was lower than in the previous two years, 
but higher than in any other year of the ’thirties and forties. 


Lowered Influenza Mortality 


Of the 24 main causes of death as classified in the revised 
international list there was a decrease in 1948 as compared with 
the previous year in every group except cancer. The two 
groups showing the most pronounced falls were influenza and 
enteritis. The actual number of deaths from influenza in 1948 
was 1,240 as compared with 3,310 in 1947 and 5,290 in 1946. 
Indeed, the absence of an epidemic of influenza -was the out- 
standing epidemiological feature of the year under review. In 
only one of the inter-war years was the number of deaths from 
influenza in the great towns in the first quarter of the year less 
than 1,000. In 1938 it fell to 869, and in 1942 and 1945 to 
862 and 693, respectively. But in the first quarter of 1948 the 
number was only 280, by far the lowest figure ever recorded. 
It may be recalled that the year opened—as 1950 has done— 
with exceptionally mild and sunny months, and March had the 
warmest March day ever known. 

Marked reductions were also shown in the deaths from 
cerebrospinal fever, diphtheria, nervous diseases, bronchitis, 
pneumonia, and infantile diseases. Deaths from tuberculosis, 
respiratory and other, showed a less striking fall. The overall 
mortality for tuberculosis was 505 per million living. The 
proportion of deaths from tuberculosis occurring in persons 
in whom the disease was not notified before death remains 
high and is increasing. 

Almost the only exception to the general picture is again the 
cancer mortality. Here the number of deaths per million living 
has arisen steadily in the case of females (1,761 in 1948) every 
year in the last decade. In the case of males (1,965) there have 
been some fluctuations, and this figure is slightly below that 
for 1942-6. It is hoped that with the advent of the National 
Health Service a greatly extended possibility of cure for an 
increased number of patients suffering from this disease will 
come about, but this will be effected “only if the policy of 
centralization of treatment, as advocated by the Radium Com- 
mission and by the late Advisory Committee on Cancer, is 
maintained.” 

General Epidemiology 


An “alarming decline” in infant vaccination has followed 
the repeal of the Vaccination Acts by Section 26 of the National 
Health Service Act. It is estimated that during the second half 
of 1948 less than 20% of infants. were primarily vaccinated. 
Sir Wilson Jameson urges family doctors to do their utmost to 
correct this serious gap in our defences against smallpox. 


“Many practitioners hesitate to try the multiple pressure method 
of vaccination, on which a memorandum was published in March, 


1948. By this method the operation is painless and less likely to 
cause unduly severe local reactions or septic complications; its use 
might encourage more patients to have their children vaccinated.” 


In contrast to vaccination against smallpox, the figures for 
diphtheria immunization show a great improvement. The 
number of immunizations of children under 15 years of age 
rose to 702,744 in 1948, and in addition 490,383 children re- 
ceived a reinforcing injection. Diphtheria notifications and 
deaths have been reduced to less than one-tenth of those in 
the best of the pre-immunization years. The difference in 
the public response to vaccination against smallpox and to 
immunization against diphtheria is, of course, due to the differ- 
ence in the number of cases of the two conditions. There were 
no confirmed cases of smallpox in this country in 1948, although 
21 suspected cases were reported, but there were 3,575 corrected 
notifications of diphtheria and 156 deaths. 

The remarkable thing about scarlet fever, measles, and 
whooping-cough is that in each of these conditions there 
were more notifications in 1948 than in preceding years—a 
50% increase in notifications of whooping-cough—but the 
number of deaths in each instance was reduced. The number 
of deaths from scarlet fever was only 37, from measles only 
327—this in a year of high prevalence—and from whooping- 
cough 748, compared with 905 the year before. Mortality 
from whooping-cough is practically confined to the 0-5 years 
age group, and almost two-thirds of the deaths occur in 
children under the age of 1 year. 

The incidence of cerebrospinal fever continued to decline in 
1948. Notifications were fewer than in any year since 1937, 
and deaths (300) were fewer than in any year since the disease 
was made notifiable in 1912. Acute poliomyelitis (including 
acute polio-encephalitis) was notified in 1,848 cases, a higher 
incidence than in any year except the epidemic year of 1947, 
and the deaths numbered 241, a number surpassed only in 1947, 
when there were 707 deaths, and in 1938, when there 
were 256. 

It is added with regard to acute poliomyelitis that no fresh 
information has emerged about the usual vehicle, the usual 
portal of entry of infection, or the exact method of spread. 
Carriers are probably numerous, and preventive measures 
remain of dubious value, with two exceptions, namely, strict 
confinement to bed with avoidance of physical activity in any 
case in which a pre-paralytic meningeal stage may be suspected, 
and the postponement, wherever possible, of operations on the 
throat, nose, or mouth. 

The notifications of typhoid fever during the year numbered 
348, with 38 deaths, and of paratyphoid fever, 373, with 10 
deaths. The outbreaks of food-poisoning were more numerous 
(or perhaps more frequently investigated). Nearly all the 
962 outbreaks which appeared to be of bacterial origin were 
traceable to members of the Salmonella group. 


Mental Health 


For the first time the subject of mental health is included in 
the annual report of the Chief Medical Officer of the Ministry, 
and opportunity is taken to give a brief account of the develop- 
ment of the practice of psychiatry since the middle of the 
eighteenth century. 

Reference is made to the use of prefrontal leucotomy. In 
1948 the number of patients suffering from mental illness who 
were treated by this operation was 1,506; 38 deaths resulted 
from the operation, and another 25 patients who had been 
operated on died during the year from causes not attributable 
to the operation itself. It is considered certain that leucotomy, 
like convulsion therapy and insulin shock and other forms of 
physical treatment, will change as new techniques and methods 
are discovered, but like these earlier methods it has given an 
impetus to research and treatment. 

An increase in the number of voluntary patients in country 
and borough mental hospitals was reported. The number of 
voluntary admissions in 1948 was 27,015, or 59% of the total of 
direct admissions. This increase in the number of voluntary 
patients accounts for the fact. that the accommodation and 
resources of the mental health service were strained to the 
utmost. 
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Sidelights 

Some interesting fact comes out on almost every page of 
this “ blue book.” For example, there has been an increase in 
health problems because of the extensive development of air 
travel. Over 25,000 aircraft landed at the eight larger airports 
during the year, bringing some 344,000 passengers, of whom 
142,000 were foreign nationals. No cases of any of the “ con- 
vention ” diseases were present on aircraft on their arrival in 
this country, and no cases were notified as subsequently having 
developed. 

Over 35,000 vessels from foreign ports arrived at ports in 
this country. Excluding venereal disease, disease was reported 
to be present or to have occurred during the voyage on some 
600 vessels, measles most commonly among passengers, and 
malaria among crews. 

The steep fall in the clinic figures for early syphilis in 1947 
was repeated in 1948, and there was a further fall in the clinic 
figures for gonorrhoea. It was considered, in 1948, still too 
early to say to what extent, if any, the fall in the number of 
new infections treated in the clinics was due to the almost 
universal use of penicillin, or whether it was largely, if 
not entirely, consequent upon the return to peacetime 
conditions. 

Workers from the Ministry visited Berlin at intervals during 
the “air lift’ period to study the nutrition of the people and 
to advise upon feeding. It is stated that this work, which 
continued into 1949, was of great value in detecting early 
changes in the nutritional state of the population. 

Finally, among the many tables given as appendices one 
figure may be quoted, relating once more to the National Health 
Service. The average number of prescriptions per insured per- 
son from July to September, 1947, was 0.8645; in the corre- 
sponding three months of 1948—the first of the National Health 
Service—the average number of prescriptions per person in the 
N.H.S. was 0.9835. The average cost per prescription was 
20.34d. under National Health Insurance, and 31.86d. under 
the National Health Service, and the average cost per person 
17.57d. and 31.33d. respectively. 

Sir Wilson Jameson pays generous tribute to his collaborators 
at the Ministry who have been responsible for sections of the 
report, and particularly to Dr. Glover, the editor. It is a 
matter for regret, which many outside the Ministry will share 
with his colleagues within it, that this will be the last report 
to which Sir Wilson Jameson, who is on the eve of retirement, 
will append his name. Not the least of his many great services 
at the Ministry has been his skilful interpretation to the pro- 
fession and public, through these reports and other means, of 
the availability and intention of the health services and of 
public health matters generally. 








INTERNATIONAL STATISTICAL 
CLASSIFICATION 


DISEASES, INJURIES, AND CAUSES OF DEATH 


The Registrar-General announced on April 6, by arrangement 
with the World Health Organization, the publication of the 
second’ of the two volumes of the Manual of the International 
Statistical Classification of Diseases, Injuries. and Causes of 
Death. This second volume is an alphabetical index arranged 
in three sections, of which the first (pp. 1-460) covers diseases, 
the second (pp. 461-495) the external causes of injury, and the 
third (pp. 497-524) the causes of stillbirth. A statement of the 
principles on which the index has been compiled is given in an 
introduction, together with guidance on its use. 

The first volume was issued in April. 1949, and, with the 
appearance of this second volume, the Manual is now complete. 
The classification used represents the sixth revision of the 
former International List of Causes of Death amplified to pro- 
vide a single list applicable to morbidity as well as mortality 
statistics. It represents the completion of work begun towards 


‘H.M.S.O. Price 30s. net the two volumes, 31s. 6d. by post. 





the end of 1945, when a combined list was first drawn up by 
a group of experts in the nomenclature of diseases and causes 
of death. Representatives from Canada, the United Kingdom, 
and the United States included Dr. Percy Stocks, the present 
Chief Medical Statistician of the General Register Office, and 
Dr. A. H. T. Robb-Smith, who was secretary of the Medical 
Research Council's Committee on Classification of Hospital 
Morbidity Statistics. The classification was submitted to 
practical tests on both sides of the Atlantic and subjected to 
detailed scrutiny in the United Kingdom by a Medical Advisory 
Committee under the chairmanship of Sir Ernest Rock Carling. 
It was then submitted to an International Committee of Experts 
appointed by the Interim Commission of the World Health 
Organization and, in April, 1948, was unanimously accepted by 
the Sixth Decennial Revision Conference which met in Paris. 
It was subsequently adopted by the First World Health 
Assembly in August, 1948, which also approved international 
regulations for its use. 








REHABILITATION OF MENTAL PATIENTS 


DAY HOSPITALS AND THERAPEUTIC SOCIAL 
CLUBS 


The Institute of Social Psychiatry, which was formed recently 
to promote therapeutic social clubs and day hospitals for mental 
patients, held its first conference at Seymour Hall, London, on 
March 22. Dr. Noet Harris, chairman of the institute, said 
that the basic idea behind this movement began to take shape 
12 years ago when three experimental clubs were started by 
Dr. Joshua Bierer, the medical director of the institute, and 
his colleagues. The clubs were intended mainly for in-patients 
and for some out-patients of mental hospitals. In January, 
1947, a social psychiatry and occupational therapy centre was 
established to provide multidimensional treatment. 

Individual psychotherapy, Dr. Harris continued, demanded 
an immense amount of time, and there were not nearly enough 
psychotherapists. Group psychotherapy, which was a method 
of treating a number of patients at a time, had proved helpful 
and successful. In psychological medicine diagnosis was not 
the most important thing. The actual treatment of the patient 
from every angle was far more important. If a patient could 
be helped to adapt himself satisfactorily to social life, then he 
was being taken a long way towards cure. It did not matter if 
certain peculiar ideas and oddities remained, provided these did 
not interfere with his own happiness and that of others. With 
the opening of therapeutic social clubs in different parts of 
London—at Watford, Chelsea, Islington, London Bridge, and 
elsewhere—it was realized that many patients needed some- 
thing more than an hour or two a day, although they were not 
bad enough to go into a mental hospital, and so the idea of 
the day hospital began to take shape. The Institute of Social 
Psychiatry was the pioneer of this concept in England. The 
day hospital would bridge the gap between the in-patient hospi- 
tals and out-patient departments and might show a new approach 
to the treatment of nervous and mental diseases. 

Dr. JosHua BtERER, medical director of the institute, said 
that it was sometimes complained that there were too few 
mental hospitals ; he believed there were too many. He thought 
the day hospital might be one of the means by which the 
intolerable situation of so many people who were unnecessarily 
shut away from the world was resolved. It did not replace the 
out-patient department, although sucha department could easily 
be run in conjunction with the day hospital. Various dis- 
advantages inevitably attended in-patient treatment in a mental 
hospital. Admission to such hospitals caused a certain amount 
of shock ; removal from the usual social environment was often 
harmful. The ordinary out-patient department also had its dis- 
advantages. A number of cases needed more intensive treat- 
ment than was available in such a department, and the only 
alternative was admission to hospital. 

The experiment of the day hospital, which the institute 
started two years ago, was still too recent to allow firm con- 
clusions to be drawn. But 500 patients of many different 
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categories had been treated in a year, and encouraging results, 
even among chronic psychotics, had been obtained. Many of 
them had been drawn out of their hermit-like solitude and 
had lost their delusions. The experience had also proved that 
the day hospital could play an important part in the rehabilita- 
tion of the mentally affected delinquent. 


Therapeutic Social Clubs 


Dr. E. B. Strauss, a governor of the institute, said that the 
first object of the therapeutic social club was to lessen the fear 
associated with a mental hospital. The second object was to 
make life in mental hospitals more pleasant. The third was to 
try to bridge the gap which separated those who lived within 
the walls of a mental hospital from those who lived outside. 
It was designed to help people to overcome their social mal- 
adjustment and accept, at any rate, partial responsibility for 
their own treatment. 

In a therapeutic social club treatment was not something 
which was handed to the patient ; it was a joint effort. It was 
not merely rehabilitation in the formal sense, but a form of 
treatment in its own right. A great deal of research was neces- 
sary before the results could be properly assessed. Social club 
therapy was thought of in many different ways: from a form 
of group therapy to mere recreation, from intensive treatment 
to pleasant sociability, and it was necessary therefore to distin- 
guish certain principles which characterized it. One of these 
was spontaneity. In therapeutic social clubs the patients re- 
sponded, not tv the psychiatrist, as in so many other forms of 
treatment, but to the total situation. The ward of the hospital 
provided boundaries against which the outside world was 
thought of as a reality of quite a different kind. The club 
was a stepping-stone, a half-way house, to that outside 
reality. 

The social club patient was brought up against the authority 
of his fellow patients and was able to exert authority himself. 
The club provided not just a reconstruction of reality but a 
true social situation—a normal autogenous authority structure 
of self-directed activity. The chairman. of the club, a patient 
himself, soon learned how to deal with the foibles and peculiari- 
ties of his members, and to show tolerance for the intolerances 
of others. The therapeutic social club, said Dr. Strauss: in 
conclusion, was not a mere preparation for living but was itself 
a living experience. The role of the psychiatrist in the club 
must be that of a benevolent autocrat. He must be the guardian 
of the principle of self-government ; he must never build up 
his authority on his official position, but must work for the 
voluntary acceptance of his personal authority. 

Dr. Doris Op.LuM said that the work of providing day hospi- 
tals and therapeutic social clubs was of the first practical impor- 
tance. Those of them who had to work in the out-patient 
departments of hospitals saw their patients for relatively short 
intervals, and were acutely aware of the need for something 
to help them during the other 23 hours of the day. They often 
felt that great therapeutic opportunities were missed. The day 
hospital would afford an opportunity for environmental treat- 
ment which, in association with psychotherapy, really could 
work miracles. She had seen patients, isolated, suspicious, and 
depressed, changed almost in a few weeks as a result of attend- 
ing these social clubs, finding for the first time in their lives 
that they were valued members of the community: and gain- 
ing a sense of “ belonging.” In the years to come she believed 
these methods would be a universally accepted part of psychia- 
tric treatment. They would not replace individual therapy, but 
they would diminish the need for it where group therapy could 
be undertaken satisfactorily. 

Contributions to the discussion were also made by Dr. 
DonaLD Biair, who emphasized the need for equipping the 
day hospitals with all facilities for treatment, and by 

tr. DESMOND O’NEILL and others. 

The Institute of Social Psychiatry (whose address is 9, Fellows 
Road, N.W.3) is appealing for £25,000 to encourage pioneer 
efforts and research schemes, to buy and equip a house for a 
hostel, to promote day hospitals and aftercare centres, and to 
@pen new therapeutic social clubs. 


HYDATIDIFORM MOLE AND 
CHORION EPITHELIOMA 
PROFESSOR A. T, HERTIG’S FAIRBAIRN LECTURE 


The first J. S. Fairbairn memorial lecture was ‘delivered before 
the Royal College of Obstetricians and Gynaecologists on 
March 21 by Professor ArtHUR T. HeERTIG, who holds the 
chair of pathology at the Boston Lying-in Hospital, and is 
associate professor of pathology at Harvard. Professor Hilda 
Lloyd, president of the College, introducing the lecturer, 
referred to J. S. Fairbairn as one of the greatest of clinical 
teachers in the field of obstetrics. He was instrumental in 
establishing the first antenatal and postnatal clinics in London. 
He was the second president of the College, and his presidency 
was a period of consolidation. His enduring interest in the 
College was shown in the bequest to it of the residue of his 
estate. 

Professor HertiG, whose subject was “ Hydatidiform Mole 
and Chorion Epithelioma,” said that the syndromes of the two 
conditions were essentially different; nevertheless, they were 
usually discussed together because the former condition, itself 
uncommon, on occasion preceded the latter. Thus the two 
were linked together in the mind of the physician, although the 
great majority of patients with hydatidiform mole survived 
and did not go on to chorion epithelioma, and at least half 
the cases of chorion epithelioma were preceded by other forms 
of pregnancy. 

He went on to discuss, with lantern slides of sections, the 
general subject of the development of hydatidiform mole, its 
understanding, diagnosis, and treatment, and the relationship 
between it and the most feared of all the sequels of pregnancy, 
trophoblastic malignancy. He showed a series of pictures of 
the normal ovum. The first was a seven-and-a-half-day ovum, 
the earliest stage of human pregnancy ever seen, and he pointed 
out the two kinds of trophoblasts, the interstitial and the cyto- 
blastic, which never appeared independently. It was his experi- 
ence that when the trophoblasts resembled the immature form 
of the normal early ovum the condition was nearer to clinical 
malignancy ; in other words, the more primitive the tropho- 
blasts the more suggestive was the picture of cancer. He 
showed a picture of the eight-day ovum, and drew attention to 
signs of vascular response to the presence of the trophoblasts. 
The 12-day ovum revealed more trophoblastic organization. 
At this stage, if it were forgotten that this was a normal 
ovum, it would furnish a good example of the development 
of hydatidiform mole. The hydatidiform villus recapitulated 
in essence the sort of things that the early ovum could do, and 
here the trophoblasts looked a good deal like the invasive 
molar villi, The 13-day ovum had chorionic villi with 
connective tissue in their substance. 

Hydatidiform villi, when they developed, seemed to stay at 
a primitive level. They resembled the early ovum, except that 
they were not controlled. Another point which these succes- 
sive sections indicated was the presence of so-called chorionic 
trophoblastic giant cells. These were cast off from about the 
thirteenth day onwards, and they helped one to understand one 
of the so-called atypical varieties of chorion epithelioma, syncitial 
endometritis. It was important to remember that syncytial 
endometritis was a normal phenomenon of the placental site 
and was not of a true anaplastic nature. He showed a view of 
an immature placenta at 14 days with the desquamated syncytial 
trophoblasts, and outlined the mechanism by which the giant 
cells were cast, though they still retained the invasive quality 
which characterized their early life. 


Degeneration of Chorionic Villi 


, After reviewing the appearances of the ova during the first 
two weeks of trophoblastic development, he went on to illus- 
trate the development of the hydatidiform mole. The hydatidi- 
form mole was thought of as a sort of missed abortion—an 
ovum which should have aborted at 9-10 weeks but was for 
some reason maintained in utero for another nine-or ten weeks 
to become the classical molar pregnancy. Attention was drawn 
to the fact that in normal pregnancy the stem and branches of 





a a ee 





A ee eg tee eee 








838 Aprit 8, 1950 


HYDATIDIFORM MOLE AND CHORION EPITHELIOMA 





BRITISH 
MEDICAL JOURNAL 





the chorionic villus were all of uniform calibre, which was not 
the case in hydatidiform degeneration. The reason why the 
hydatidiform mole was. so rare, occurring in not more than one 
in 2,000 pregnancies, was the abortion of potential moles 
at nine weeks instead of remaining in utero for another 
nine. 

So-called hydatidiform degeneration (it was not a true 
degeneration but rather an exaggeration of physiological 
activity) was in essence due to the death or absence of the 
embryo, the villi being still capable of functioning in the sense 
that they were still living and had a maternal blood supply flow- 
ing around them, although there was no foetus to carry away 
the products either of secretion or imbibition. Thus appeared 
the paradoxical situation of a semipermeable membrane with 
no means of fulfilling the purpose of its activity. The hydatidi- 
form villi were like children left without parental guidance and 
consequently getting into mischief. They were alive but did 
not function, and served no useful purpose. There were all 
grades between the first hydatidiform change and the complete 
cystic degeneration of the chorionic villi. 

One of the reasons why hydatidiform moles were dangerous 
was not the hydatidiform swelling, but the associated tropho- 
blasts which went with them. These trophoblasts remained at 
the same primitive level as at the eight, ten, or twelve weeks’ 
ovum ; instead of growing up they were in a state which might 
be described as perpetual adolescence. 


Development of Malignancy 


His department had recently collected from the eastern part 
of the United States 200 cases of hydatidiform mole, to deter- 
mine in what proportion signs of malignancy eventually 
appeared. He divided them into the following six groups: 


Grade Histological Character No. of No. showing 
Cases Malignancy 
Benign None to slight hyperplasia of 
trophoblasts 22 0 
Probably benign Slight to moderate hyperplasia 30 2 
Possibly benign Hyperplasia with slight 
anaplasia 33 4 
Possibly malignant Moderate anaplasia 59 10 
Probably malignant Marked anaplasia 39 20 


Malignant Exuberant trophoblastic 
growth (much mitotic acti- 
vity) with marked anaplasia 
and even evidence of endo- 


metrial invasion 17 17 


200 53 


In these 200 cases some evidence of malignancy, actual or 
potential, appeared in 53. It had been long recognized that 
some of these moles resulted in malignancy, but a number did 
not kill the patient and many were followed by subsequent 
normal pregnancies. Some of the moles looked benign, and 
these were not in any single case followed by malignancy. 
Others were obviously potentially malignant, but it must be 
remembered that the trophoblast was a descendant of the host, 
not a part of the host, and therefore, no matter how malignant 
a mole might look, the malignant condition did not necessarily 
supervene. 

Chorion epitheliomas were of several kinds. In the 53 cases 
cited above, their distribution was as follows: 


Chorion epithelioma in situ 7 
Chorion adenoma destruens 32 
Syncyual endometritis 

Choriocarcinoma 5 


Chorion adenoma destruens was the local invasive type, usuall 
called invasive mole. No death occurred among the 32 vationle 
with this type, yet this condition was often confused in the 
literature, some writers saying that certain patients lived and 
others died ; the confusion was due to terminology. The hall- 
mark of an invasive mole was that it actually grew in the uterine 
wall; in other words, it was an adolescent ovum, and the iso- 
lated villi became degenerate and made a local invasion. It was 


not malignant in the sense of killing the patient, it was only 
locally invasive. As for syncytial endometritis, he recalled 
one of these cases in which he suggested hysterectomy, but the 
patient was unwilling to undergo the operation and had lived 
apparently without any signs or symptoms for four years. This 
was good evidence, although from a single case, that a con- 
dition which looked malignant in the placental site was not 
clinically malignant, even though the uterus was left in. True 
chorion carcinoma was a fatal condition. In one case which he 
described the patient died within eleven months of the first 
appearance of the mole. 


Prognosis in Chorion Epithelioma 


Chorion epithelioma was an interesting biological problem. 
One would suppose, given a patient with invasive mole (chorion 
adenoma destruens), that the prognosis must be grave ; but in 
fact it was good. One particular patient whose case he de- 
scribed was alive and well three years after the uterus had been 
taken out. One of the strange features of this curious disease 
was that occasionally the metastasis was single, usually in the 
vagina or parametrial region. Metastases in the lung or brain 
might be the first sign which brought the patient to the physi- 
cian, but sometimes the single metastasis spontaneously disap- 
peared, whether the uterus was taken out or not. 

There was no precise correlation between the appearance of 
a mole and the way it acted, and the most important thing for 
clinicians to remember was that although the pathologist could 
give “ general sailing directions ” and could assess the potential 
malignancy of the mole, and the endocrinologist could state at 
the end of eight or ten weeks whether the chorionic hormone 
level was rising or falling, it was for them, the clinicians, to 
make the final decision on what should be done. Invasive 
moles gave evidence of their presence usually within eight to 
ten weeks. 

It had to be borne in mind that other conditions beside 
hydatidiform mole led to chorion epithelioma. In ectopic preg- 
nancy about one in 5,000 cases showed cancer ; about one in 
15,000 abortions was followed by cancer, and about one in 
160,000 normal pregnancies. It was reassuring to feel that only 
2.5% of chorion epitheliomas killed the patient by true malig- 
nancy ; 16% were invasive but did not kill the patient, and the 
remainder might be described generally as benign in the course 
they ultimately took. 








MEDICAL GAS CYLINDERS 
NEED FOR STANDARDIZATION 


The Association of Anaesthetists of Great Britain and Ireland. 
and the Medical Defence Union have interested themselves for 
some time in seeking to provide a series of safety measures.to 
ensure so far as practicable the elimination of avoidable anaes- 
thetic deaths. With this object in view, these two bodies have 
collaborated with the British Standards Institution in preparing 
a Code of Practice for anaesthetists, and in addition have 
approved certain recommendations concerning the colouring 
and marking of cylinders containing gaseous anaesthetics. Most 
of the changes suggested are immediately practicable, and 
together they form a short-term policy. 

As a long-term policy there have been prepared, with the 
assistance of the manufacturers of anaesthetic gases and 
apparatus, specifications for standardized non-interchangeable 
couplings and coloured leads. It is hoped that when these come 
into general use wrong connexions between gas cylinders and 
anaesthetic or inhalational apparatus will be virtually impossible 
and deaths from such accidents will be avoided. 

It is desirable, however, that these couplings should be 
adopted by international agreement, which has not yet been 
obtained. There is also a disagreement internationally about 
the colouring and marking of cylinders—a matter of great 
significance in wartime: lack of uniformity in this as between 
the Allied medical services led to many unfortunate occurrences 
during the 1939-45 war. 

With the object of drawing attention to the desirability of 
securing national and international agreement on the colouring 
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and marking of cylinders and on the use of non-interchangeable 
regulating valves, the Association of Anaesthetists of Great 
Britain and Ireland convened a meeting at the Royal College 
of Surgeons on January 25, which was attended by representa- 
tives of the Ministry of Health, the Royal College of Surgeons, 
the Royal College of Obstetricians and Gynaecologists, the 
Association of Anaesthetists of Great Britain and Ireland, the 
British Standards Institution, the Faculty of Anaesthetists, the 
British Medical Association, the British Dental Association, the 
Medical Defence Union, and the World Medical Association. 
Dr. John Gillies was in the chair. The following resolutions 
were passed unanimously : 


1. That this meeting, in view of the number of deaths resulting 
from incorrect coupling of medical gas cylinders, strongly recom- 
mends that non-interchangeable couplings for medical gas cylinders, 
described in the draft Code of Practice agreed by the Technical 
Committee (C.H.E./20) of the British Standards Institution, be intro- 
duced at the earliest possible moment. 

2. That representations be made to the Ministry of Health and 
that a copy of the decision of this meeting with regard to the adop- 
:ion of the non-interchangeable coupling be sent to the Ministry for 
information and action. 

3. That this meeting endorses the British Standards Institution’s 
request that the Ministry of Health should approach the American 
Bureau of Standards. 

4. That those present at this meeting should approach their oppo- 
site numbers in the United States of America. 

5. That those present should meet again in four months’ time to 
receive reports on the progress of the steps taken. 

6. That the above resolutions should be published in the medical 
and dental press and communicated to the medical departments of 
the Services, who would be asked to approach their opposite numbers 
in the United Statés and the Dominions. 

The British Standard Code of Practice referred to (B.S. 1319: 
1946) was summarized in the Journal of January 25, 1947, and 
the proposed identification colours and symbols for medical gas 
cylinders were tabulated. 








Nova et Vetera 
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Lord Lister: His Life and Doctrine. 
ya 128; illustrated. 15s.) Edinburgh: 


ad Douglas Guthrie. 
E. and S. Livingstone. 


The life of Joseph Lister exercises an undoubted fascination for 
writers of historical biographies, and his popularity as a subject 
has increased in recent years. There are many reasons for this 
interest. In the first place Lister, medicorum facile princeps, 
appeared on the scene when the dexterity of surgical practice, 
as represented by Liston and Syme, had reached its zenith. 
4 new stimulus was required if new regions of the body were 
to be conquered. That stimulus was given by Lister when 
he brought forward the antiseptic principle. Any attempt to 
write his life therefore provides the biographer with magnifi- 
cent examples of the conditions which prevailed before and 
after the establishment of Lister’s doctrines, and the compari- 
son is often very dramatic. In the second place Lister is himself 
a subject who comes out well in a biography. Tall, handsome, 
with a grave face and a kindly smile, and a personality which 
inspired respect, he automatically takes the centre of the stage 
from the period of his early professional life onwards. In the 
third place, he is near enough to our own time to be the source 
of rich memories to some who are still living. 

Dr. Douglas Guthrie has made good use of these features. in 
his new survey of Lister's life and achievements. He intro- 
duces a number of points which are often not realized—for 
example, the lines quoted on page 52, which seem to indicate 
that at the age of 27 Lister had clearly visualized his life work. 
There are excellent word-pictures of the older generation of 
surgeons, such as Syme, in action ; and the author has been able 
to introduce some new material, probably the most important 
of which consists of the twenty-two Wilson letters presented to 
the University of Edinburgh in 1946. Dr. Guthrie preserves a 
reasonable balance between the three phases of Lister's life, 
though there is a slight emphasis on the Edinburgh period. 


Lister’s attitude to “ antisepsis” and “ asepsis” is well brought 
out. There is a printer’s errér of some importance on page 62, 
where “1886” should read “1868.” One other minor 
criticism—Leeuwenhoek was for most of his life a fairly 
important municipal official in Delft, and his commercial 
activities were secondary. Dr. Guthrie’s book should be 
widely read by those who require a balanced survey of 
Lister’s life and work in a moderate compass. 
E. ASHWORTH UNDERWOOD. 








Reports of Societies 








LIVER CHANGES IN INFECTIOUS 
MONONUCLEOSIS 


A pathological meeting of the Liverpool Medical Institution 
was held on March 9, with the president, Professor CHARLES 
WELLS, in the chair. 

Dr. E. G. HALL read a paper entitled “Liver Involvement in 
Infectious Mononucleosis.” A series of 24 cases of infectious 
mononucleosis in adults and children was investigated bio- 
chemically for evidence of liver damage. It was shown that 
a number of different liver-function tests gave abnormal results, 
especially the colloidal gold, thymol turbidity, and alkaline 
phosphatase tests. These abnormalities might persist for several 
weeks after apparent clinical recovery. . 

Examination of the liver by biopsy showed a uniform picture 
of reticulo-endothelial hyperplasia, with focal accumulations of 
mononuclear cells in the portal tracts and parenchyma, and 
some loss of liver cells with later fibrosis at the periphery of the 
lobule. Necrosis of the liver cells similar to that observed in 
infective hepatitis was not seen, though nuclear irregularity, 
binucleation, and mitoses were frequent in the early stages. 
Persistence of the lesions for several months was demonstrated 
in some cases. The possibility of permanent liver damage. was 
discussed. 

At the same meeting Dr. R. C. Nairn fead a paper on the 
pathogenesis of oedema. He discussed the difficulty of corre- 
lating fundamental physiological concepts on the causation of 
oedema with clinical experience. An experimental study was 
then described with particular reference to the influence of 
anoxia. 


RADIOACTIVE IODINE IN THYROID CANCER 


At a meeting of the Manchester Medical Society on February 1 
Dr. J. RALSTON PATERSON read a paper on “ The Treatment of 
Thyroid Cancer by Radioactive Iodine.” 

Dr. Paterson said that the therapeutic use of radioactive iso- 
topes was one of the lesser modern therapeutic advances. The 
isotope now used in the treatment of thyroid cancer was 
iodine’**. It had a half-life of eight days and was a beta- 
and gamma-ray emitter. Supplies of this isotope were now 
obtainable from the Atomic Centre at Harwell. The drug was 
usually given by mouth, but was absorbed extremely rapidly 
into the blood stream and body fluids. Thereafter two pro- 
cesses occurred simultaneously ; (a) a proportion was excreted 
in the urine unchanged ; and (b) the remainder was gradually 
absorbed into the thyroid gland (or into the cancer functioning 
as thyroid). 

As a preliminary to actual treatment by a substantial thera- 
peutic dosage, tracer doses had to be given to measure the 
excretion and the thyroid uptake. The limiting dose was prob- 
ably the whole-body radiation received during the first one or 
two days when isotope was circulating in the blood and body 
fluids. In the cases treated at the Christie Hospital no systemic 
effects of any moment had been noted. The largest calculated 
whole-body radiation was 50 r from a dose of 150 millicuries, 
but that was in a patient with a comparatively slow excretion 
rate. 

The different principles involved in classical radiotherapy 
(x rays and radium) and the new isotope therapy were then 
summarized. (a) With ordinary radiation a circumscribed block 
of tissue was irradiated, and cure depended on the cancer cell 
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being more sensitive than the normal cell receiving the same 
dosage. (b) With the isotope, cells with the capacity for pick- 
ing up a special isotope picked it up wherever they were situ- 
ated in the body. For example, radioactive iodine would be 
picked up by secondaries from a thyroid cancer even if they 
were disseminated in the lungs and liver. Cell destruction 
could be achieved not only because of relative sensitivity but 
because the ability to pick up selectively the appropriate iso- 
tope delivered a higher dose in the affected cells. 

Dr. Paterson gave the following analysis of the cases treated 
at the Christie Hospital and Holt Radium Institute during 1949. 
The total number of cases of thyroid cancer registered was 21, 
of which four were treated by x-ray therapy alone. Seventeen 
were invéstigated by 1'*’, and of these only two showed “ pick- 
up” and were treated with radio-iodine, while 15 showed no 
“ pick-up.” Of the latter 15, total thyroidectomy was carried 
out on two patients, thyroidectomy plus radio-elimination on 
5, and 8 had radio-elimination of the thyroid. It appeared 
difficult to relate “ pick-up” to histological type; of the two 
cases in this series one was colloid-forming and one was not. 
Various possibilities for inducing “ pick-up ” capacity in tumours 
lacking this quality were discussed. 








Preparations and Appliances 








URETHRAL SYRINGE 


Mr. E. W. Ricues, M.C., F.R.C.S., writes: The Canny Ryall 
urethral syringe is ideal for injecting a local analgesic into 
the urethra but is unsuitable for irrigation of a catheter, as 
the nozzle does not give an airtight fit. It has been modified 
as shown in the illustration to form a syringe which is suitable 





either for local (surface) analgesia or for aspiration or irriga- 
tion of an indwelling catheter. The external diameter at the 
tip is 3/16 in. (4.76 mm.) and that of the first expansion 3/8 in. 
(9.52 mm.). The internal diameter at the tip should be at least 
3/32 in. (2.38 mm.). The projecting collar at the proximal end 
prevents the rubber bulb from slipping down the glass nozzle 
at the first sign of wear. A syringe of 2-oz. capacity has been 
found of most value in general use, but larger or smaller sizes 
could be made. After any form of closed prostatectomy the 
syringe is used for aspiration of the catheter in case of block- 
age ; it is cheap enough for a separate syringe to be kept for 
each patient, and it can be sterilized by boiling. 

The syringe has been made for me by the Genito-Urinary 
Mfg. Co., Ltd. 








The National Corporation for the Care of Old People has 
made available a fund from which a limited number of grants 
may be made to suitable applicants who wish to be trained as 
wardens or matrons of old people’s homes, of which there are 
now over 1,000 in the British Isles. The National Old People’s 
Welfare Committee has agreed, after consultation with the 
Ministries of Health and Education, to organize a six-months 
training course, beginning in September, 1950, for which 
applications are now invited. After a period of theoretical 
training in London those taking the course will receive practical 
training in selected old people’s homes, and in the geriatric 
units of two London hospitals. In this way it is hoped to 
provide a basic training which should enable men and women 
to enter upon this important new career with greater under- 
standing and confidence. The Ministry of Education has indi- 
cated that it is open to local education authorities to assist 
students in their areas to attend the course. 


Correspondence 








The Granny Racket 


Sir,—I have read with interest the opening article in the 
Journal of March 25 (p. 683) entitled “The Granny Racket” 
contributed by Sir Heneage Ogilvie. In this he advises our 
American colleagues to develop a public medical service and 
to run it in co-operation with the State. Is this good advice ? 
In the U.S.A. there is as yet no N.H.S., but we all know that 
the Truman administration is trying to force such a service on 
the American public and on their doctors. 

A number of distinguished physicians and surgeons have 
recently come to study the nationalized health services in 
Britain and in Western Europe, and as a result of their compre- 
hensive investigations they have returned to their own country 
determined to resist such a plan in the U.S.A. They know that 
once they start to bargain and to collaborate with politicians 
their fight for professional freedom (which Sir Heneage agrees 
is most essential) is lost. They have probably read Dr. Guy 


‘ Dain’s statement (Supplement, June 5, 1948, p. 147) that “we 


can go into this new Service and shape it in accordance with 
our ideals,” as well as the promise of the Minister that “the 
Minister will welcome the help of the profession in drawing 
up an Amending Act,” and they have realized that the 
politicians have taken care that neither of these has been 
fulfilled. 

One wonders whether Sir Heneage realizes how much of our 
clinical freedom and of our standing as members of the greatest 
profession of all has already been sacrificed to a political 
dogma. As a distinguished consultant he has, so far, lost fa: 
less than the G.P.s. I hope afly false impressions Sir Heneage 
has formed on this will be corrected when he has read of 
the plight of general practice and of the G.P.s in your own 
excellent first leading article, “The G.P. at the Crossroads” 
(March 25, p. 709), in which you close with the words, “ Yet 
to-day the young doctor is turning away from it (general 
practice) and the old doctor is beginning to despair of it 
Causes of this must be quickly determined and quickly 
remedied if medicine is to remain a profession and not become 
just a mere assortment of technical skills.” 

Sir Heneage states that “the high standards demanded by 
modern medicine and surgery can be reached only in a hospi- 
tal.” Is this true? Medical and surgical care are first of all 
in the hands of the G.P.s, and the vast majority of patients 
who go through their hands do not need a hospital bed. The 
basic need is not for more hospital beds but for an improve- 
ment in the general-practitioner service. How is this possible 
at the present time when the family doctor is so grossly over- 
worked, underpaid, and underequipped that his standards of 
work are steadily deteriorating ? If the reverse held true, if 
the best type of man was recruited into general practice, and 
if family doctors could improve the service they give to each 


‘patient, the bad sorting of cases and the unnecessarily large 


number of patients sent to hospital would greatly diminish. It 
is my belief that if the general practitioner was given the help 
and encouragement he so badly needs the rising cost of the 
Service (which is chiefly due to the hospital services) would 
soon be checked and then would fall. 

Another statement by Sir Heneage is that the number of 
Americans “who are to-day adequately covered by sickness 
insurance is negligible. By adequate cover is meant cover for 
all risks for all time” (my italics). Is this desirable or even 
necessary ? It may be the aim of the Welfare State, but is this 
not the very reason that our N.H.S. practitioner service is so 
overburdened that those patients in special need of the Service 
are suffering at the hands of those who make unnecessary and 
even ridiculous demands on it? We all agree that the poor 
should never be denied medical care on account of expense ; 
but each individual patient must accept a sense of responsibility 
towards the Service, and this will come only when he has to 
bear the day-to-day costs of minor. ailments and is given a 
cover against more serious or. catastrophic illnesses. 
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All who love their profession will agree with Sir Heneage’s 
two requisites for freedom, the second. of which is “ that private 
practice must continue.” Are these considerations not some of 
those which have weighed most heavily in deciding that the 
insurance system against serious illness is the one which appeals 
most to the Americans’ love of freedom and of efficiency ? 
Dr. Walter B. Martin, who led the delegation from the 
A.M.A. to investigate the workings of our N.H.S. Act, 
assured me that to-day 105 million of the 150 million. popula- 
tion of the U.S.A. are now covered by sickness insurance 
schemes of one sort or another (a figure much greater than that 
of 5% a year ago quoted by Sir Heneage). 

In conclusion, I do ask most sincerely that we do not make 
fun of our American colleagues by pointing the finger of 
ridicule at them in articles under such titles as “ The Granny 
Racket.” They are fighting to maintain their professional free- 
dom, having seen héw much we in this country have already 
lost.—I am, etc., 


London, W.1. E. C. WARNER. 


Sir,—Sir Heneage Ogilvie contributes under the above head- 
ing a curiously incoherent article in your issue of March 25 
(p. 683). This provocative title forms part of an attack by 
Sir Heneage on Mr. Harold Stassen, president of Pennsylvania 
University and a practically certain future president of the 
United States. 

Mr. Stassen is a friend of England who had come here to 
make an examination for himself of the present position of 
our National Health Service. He noted particularly the 
disastrous congestion which had overtaken our hospitals since 
the passage of the N.H.S. Act. He cited as an example the 
case of an old woman named by Sir Heneage “ Mr. Stassen’s 
Granny ” suffering from lobar pneumonia who sought admis- 
sion to a hospital; no bed could be found for her and she 
incontinently died. 

Sir Heneage made light of this incident as being due to the 
confusion inseparable from the inception of the new Service. 
If this contention were valid there would surely be some diminu- 
tion of that congestion after 18 months’ trial of the Service. The 
facts are very different. Six months ago the number on the 
waiting-lists at the London Hospitals alone was estimated at 
50,000 ; to-day that number has doubled. Dr. Gardner, Regius 
Professor of Medicine at Oxford University, in a recent 
address declared that the waiting-lists at the Oxford hospitals 
alone now reach 10,000, and they: increase at the rate of 2,000 
every year. 

The real explanation of this increase is the fact that the 
remuneration offered to the general practitioner under the 
N.H.S. Act is so pitifully meagre that he cannot make a 
living unless he takes on a panel of 4,000-plus patients. It 
must be remembered that under N.H.I. rule each practitioner’s 
panel was limited to 2,500, but at that time the doctor derived 
two-thirds of his income from his private practice and spent 
two-thirds of his working day upon his panel patients. With 
the present elimination of private practice he is wholly depen- 
dent on his capitation grant, the scale of which has suffered 
a progressive diminution. It has been computed that with the 
present swollen panels the practitioner cannot give more than 
three to four minutes to individual patients. Any case requir- 
ing longer consideration is sent into the hospitals, which thus 
become filled with relatively trivial cases to the exclusion of 
serious illness. Exactly the same development was noted in 
the State medical service which New Zealand has enjoyed (?) 
for the past nine years. In a debate in the House of Repre- 
sentatives some two years ago it was shown that the general 
practitioner took on so many patients that he could not give 
more than five minutes to each. The Prime Minister, inter- 
vening in the debate, said it reminded him of sheep-dipping.— 
I am, etc., 

London, W.1. E. GRAHAM-LITTLE. 

Sir,—The excellent article on “The Granny Racket” by Sir 
Heneage Ogilvie in the Journal of March 25 (p. 683) will be 
read by thousands of general practitioners with profound 
interest and approval. It is a veritable multum in parvo, and 


bristles with provocative observations, of which no doubt 
American medicine “ at the cross-roads ” will take abundant 
note. 

At the moment I merely want to emphasize the final para- . 
graph beginning with the words, “ The organization of medical 
services must come, all over the world, and the best people to 
initiate and develop such a public service are the doctors 
themselves.” Having regard to the continuing colossal discon- 
tent, dissatisfaction, and wild expenditure entailed by the N.H.S. 
after nearly two years of its administration, may I suggest that - 
without delay a gigantic agitation ‘be instituted to bring about 
a complete transfer of the organization and development of a 
public medical service to the doctors themselves through the 
B.M.A.? Surely. it is not too late;—I am, etc., 


Bournemouth. WALTER ASTEN. 


The G.P. at the Crossroads 


Sir,—The Lancet, in the Collings report, has chosen to put 
the general practitioner on trial for his life. In this country a 
capital charge is regarded as a serious and solemn thing. The 
judge, in his robes and wig, is always a man of high and 
unquestioned attainment, free, and known to be free, from party 
bias, who has reached his eminence after years of experience 
of the type of case he is now called on to try. It is largely due 
to the unquestioned ability and integrity of the judge that his 
judgments have the value that the community attaches to them. 

I, at least, would not question the integrity of Dr. Collings. 
I do, however, question whether his experience, or his ability, 
justify the judgment—or, as he prefers to call it, the condemna- 
tion—of general practice in these islands which the Lancet has 
seen fit to print in some 30 pages of the issue of March 25.— 
I am, etc., 


Wolston, Warwickshire. G. CAMPBELL. 


Sir,—Your forecast in a leading article (March 25, p. 709) 
that the report of the survey of general practice in England 
and Wales by an Australian doctor would be widely quoted 
has been shown as correct. At least two famous newspapers 
have devoted their principal leading articles to the subject, and 
one comment is that Dr. Collings’s account “accords with 
what most serious students of the medical services have been 
saying about the state of general practice for 30 years past.” 
Another compares the National Health Service to a “house 
with some floors expensively furnished, while essential house- 
hold workers ”—the non-specialists presumably—* are toiling 
obscurely in a dingy basement and losing heart.” 

The general practitioners of Great Britain have been and 
should be the backbone of the profession, and, as it is seriously 
suggested that this proud position has been lost, an immediate 
investigation on an adequate scale should be instituted. This 
must be the preliminary to correcting the present bias in favour 
of the specialist and the hospital. I suggest that the British 
Medical Association is the appropriate organization to initiate 
the investigation.—I am, etc., 

Birmingham. P. R. Kemp. 

Thyroid Surgery 

Sir,—I am so glad that Mr. Geoffrey Keynes in his delight- 
ful réview of thyroid surgery during the last 50 years (March 18, 
p. 621) has drawn attention to the Manual of Surgical Treat- 
ment by Cheyne and Burghard. I have the most vivid recollec- 
tion of the days when that work was first appearing and recall 
the eager anticipation with which each successive volume was 
awaited. My own set was the third impression, and the 
authors’ preface is dated April, 1899. It was issued in six 
parts, but the last part was in two sections, so that there were 
seven volumes in all, the first dated 1901 and the last 1903. 
The work was gracefully dedicated to Lord Lister, as might 
have been expected, for Watson Cheyne had been his pupil 
and dresser in Edinburgh and had migrated with the master 
when he came to London in 1877 to take Up the post of pro- 
fessor of clinical surgery at King’s College Hospital. 

It was at the London celebrations of the Lister Centenary 
in 1927, in one of those delightful interludes that such occa- 
sions provide, that Sir William Watson Cheyne told me how 
the Manual came to be written: Some time previously he had 
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been asked to undertake an excision of the larynx for carci- 
noma, a procedure with which he was quite unfamiliar, and, 
search as he would, he could not find a detailed description of 
the operation anywhere. It was this experience that deter- 
mined him to embark on a book which would give precise 
details of all kinds of surgical treatment, especially for the 
guidance of the younger surgeons. 

At that time Cheyne was a busy London surgeon on the full 
staff at King’s and at Paddington Green Children’s Hospital, 
on the court of examiners at the College of Surgeons and on 
the council there, and with many other duties. To find time 
for the work on the book he rose at six o’clock each morning, 
when he spoke into a dictaphone and corrected what had been 
typed out from his dictation of the previous day. This must 
surely have been a very early use of the dictaphone ; but even 
with its assistance it was a great undertaking, for the work 
totalled nearly 3,000 pages, and with the exception of a chapter 
on anaesthesia it represented the personal effort of the two 
authors. There were many illustrations and each volume had 
its own index. 

I do hope that all medical librarians will take note of what 
Mr. Keynes says about keeping the successive editions of really 
standard works, and certainly always the first as well as the 
current edition. 

In this country James Berry was undoubtedly a great pioneer 

in thyroid surgery, though most of his work was on cases of 
nodular goitre. Many surgeons still gratefully remember the 
introduction to thyroid surgery which they acquired at his 
hands, though most of his work was done before the surgical 
management of toxic goitre had become established. Berry 
made great efforts to.keep abreast of the times, and in collabora- 
tion with Dr. Strickland Goodall he treated several cases of 
exophthalmic goitre by ligation of arteries often followed by 
partial thyroidectomy. When quite a senior man he made a 
special visit to the Mayo Clinic in order that he might see for 
himself what they were doing in toxic goitre and familiarize 
himself with the newer work. In 1908 I spent a week in 
Kocher's Clinic in Berne, but though there were several opera- 
tions for goitre each day none of the cases was of the toxic 
variety. Kocher said that he got very few exophthalmic cases 
and that almost without exception those that came his way 
were from the United States and had come specially to consult 
him. 
I do not think even the brief story of the surgery of the 
thyroid can be told without mention of the names of Charles 
Mayo and George Crile, both pioneers in the management of 
toxic goitre during the earlier part of this century. Charlie 
Mayo was most enthusiastic in his pursuit of thyroid surgery, 
and this was generally recognized at the time I first visited the 
Mayo Clinic in 1906. At that time he was expected back from 
a visit in the Eastern States and I was told that they would be 
sure to have some goitre cases waiting for him to operate on. 
At that time Henry Plummer was working on the problems 
of toxic goitre, and as a result of his collaboration with the 
surgical staff of the clinic the mortality was being steadily 
reduced. At home, about that time, some few surgeons were 
cautiously feeling their way in operations on toxic cases, but 
in retrospect one realizes that it was a stony road strewn with 
many tragedies. 

After the 1914-18 war, the work of Dunhill gave a tremen- 
dous and much-needed uplift to this type of surgery, and it has 
been his disciples and followers that have brought the subject 
to the favourable position it enjoys to-day.—I am, etc., 


Taplow, Bucks. G. Grey TURNER. 


Metallic Poisoning and Vitamin K Deficiency 


Sm.—In an article entitled “ Deficiency Patterns in Metallic 
Poisoning’ Dr. William Hughes (March 18, p. 634) presénts 
two cases. The first patient was treated with “ myocrisin ” for 
rheumatoid arthritis and developed epistaxis. bleeding from the 
rectum, and a petechial rash. The bleeding time was 124 
minutes, platelets were much reduced on the film, and the clot- 
ting time was five minutes forty seconds. The tourniquet test 
was strongly positive. The patient’s general condition improved 
rapidly following treatment with dimercaprol and blood trans- 


fusion. An estimation of plasma prothrombin was not made. 
and there is no record of the platelet level following treatment. 
The general picture of this patient is surely that of thrombo- 
cytopenic purpura, which is not an uncommon consequence of 
gold therapy. It is rather surprising that Dr. Hughes says: 
“The case still retains most of its academic value in that it 
demonstrates a picture of vitamin K deficiency in a patient 
treated with gold.” In an annotation in the same issue (p. 657) 
the importance of this patient as a case of vitamin K deficiency 
is emphasized. 

The diagnosis of vitamin K deficiency depends on finding a 
low level of plasma prothrombin activity which is, rapidly 
restored to normal following treatment with vitamin K. If this 
patient suffered from both thrombocytopenia and hypothrombin- 
aemia the combination is, as Dr. Hughes suggests, of great 
interest. But in this case the association cannot be. assumed 
from the information published in Dr. Hughes’s paper. That 
the author of a paper with such wide scope and general interest 
should have confused vitamin K deficiency and thrombocyto- 
penic purpura is surprising, but that this elementary error should 
have been copied in the annotation is regrettable-—I am, etc., 

Oxford. ROSEMARY BIGGs. 


Gastric Surgery in the Last Half-century 


Sm,—I too noticed the very scant reference to radiology in 
Sir James Walton's excellent address (January 28, p. 206), but 
I was very pleased to see it. It appeared to me to be a sound 
rock on which there was a chance to build a dam which would 
check the increasing flow of confused and muddy waters, If 
we could use it to check the rising current which teaches that 
progressive disease is symptomless, and consequently radio- 
graphy should precede, yes and supplant, clinical observation 
and methods, Sir James would have done a great service for 
world medicine. 

Though every hospital, including the much-maligned cottage 
hospital, could produce radiographs showing spectacular and 
varied evidence of carcinoma of the stomach which even the 
layman could be readily taught to detect, this evidence, I would 
maintain, was merely confirmatory—all such patients would 
have signs and symptoms: they were the cause for the radio- 
graphic examinations. But most surgeons of experience could 
give instances of patients whose history, clinical signs, and 
symptoms gave indications of carcinoma of the stomach, but 
in whom the radiographs, even when examined by accredited 
authorities in gastric radiology, failed to reveal any supporting 
evidence for a clinical diagnosis which was later proved correct. 
Incidentally, on the other hand, 1 have watched radiologically 
at intervals for a year the growth of a carcinoma on the greater 
curvature in a highly intelligent patient with definite symptoms 
which were disregarded until the lump of an inoperable carci- 
noma could be felt. Even good radiology cannot compensate 
for bad medicine. 

I am frequently being asked to carry out radiological exami- 
nations on patients who have had recently a severe haemat- 
emesis. In my ignorance I recently asked of the surgeon 
“Why?” and was told that if the examination revealed a 
deformity of the duodenum he could go ahead and do a gastric 
resection. In my experience the greater number of patients, 
with symptoms, found to have a deformity of the duodenum 
have had no previous haematemesis ; and only in the minority 
of the patients who have had a recent haematemesis have I been 
able to detect any deformity. There would appear to be a call 
to treat and pay attention to the patient rather than the radio- 
graph and the laboratory. Let these be given their rightful 
places as aids which are not infallible: less harm will result 
from neglect of radiology than from neglect of the patient. 

The cry for early diagnosis of carcinoma and its early re- 
section will not help us to conquer. As John Hunter said, 
“To amputate is to mutilate a patient we cannot cure.” There 
are. many patients to-day with cancerophobia (because of the 
mass hysteria due to the propaganda of fear that progressive 
disease is symptomless) who exaggerate their symptoms. But 
there are those who keep their fears to themselves—they are 
not without signs or symptoms.—I am, etc., 

Birmingham. JAMES F, BRatLsForp. 
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Training of Medical Artists 

Sir,—I read with interest Dr. D. H. Tompsett’s letter 
(January 28, p. 251) putting forward the views of the executive 
committee of the Medical Artists’ Association on the training 
of medical artists, and on the methods they suggest for bringing 
the best medical illustrations to the knowledge of the medical 
profession. 

I feel, however, that to limit training facilities to one school 
would close the profession to many able draughtsmen. Such 
a limitation would restrict the breadth of medical art in the 
country. Surely the intelligent use of draughtsmanship is the 
most necessary ability of the medical artist. He must be able 
to compete with the camera in accuracy, and he must be able 
to express in various black-and-white mediums and in colour 
the textures and qualities of subtly differing tissues. His 
draughtsmanship must include speed with precision, breadth 
of handling with clear detail. These are inherent qualities 
developed by general art school training. A three years’ course 
at a recognized school of art would be a necessary minimum. 
Added to this, it is necessary for the medical artist to have a 
knowledge of anatomy adequate to the type of medical illus- 
tration he undertakes. The artist who combines these abilities 
with intelligence and is able to stomach the rigours entailed 
in the profession is undoubtedly the person who will make the 
best kind of medical illustrator. These are the people who 
will bring new ideas into medical illustrations, and new ideas 
come from wide and diverse experience, not from the limitations 
of one school, no matter how good it may be. 

It seems to me excellent that the Medical Artists’ Association 
will admit its members by examination. This and regular 
exhibitions will be the best way to keep the standard of medical 
illustration at its highest level. I would suggest that as soon 
as the saciety has established permanent headquarters, both in 
London, Edinburgh, and in s provincial university town, 
opportunities should be given to‘the medical profession to see 
at any time reproductions or originals of the work of their 
members. The association could actin an advisory capacity 
to institutions or individuals who wished to avail themselves of 
its help, but this advice should not interfere with the normal 
method of advertising posts——I am, etc., 


Postgraduate Medical School, 
London, W.12. 


HELEN WILSON. 


Maternity and the N.H.S. 


Sir,—While agreeing with Professor James Young’s demand 
(February 18, p. 392) for unity in the administration of 
maternity services, I note one very grave result of bringing all 
his ideas into being. The general practitioner has been called 
the keystone of the medical service. This keystone is crumbling 
owing to many blows of late. He is inadequately paid, so that 
his work is slave labour. He cannot enter practice without first 
buying a house for several thousand pounds. He cannot practise 
where it: may suit his health to live. He is thought to be 
necessarily incapable of diagnosing and treating tuberculosis, 
weak hearts, feactures, flat feet, etc., and is supplanted by 
specialists in these subjects. He must not take out tonsils or 
appendices, even if he does know how. He must on no account 
give an anaesthetic, however many he may have given success- 
fully in the past. 

Now Professor Young comes to the attack on the general 
practitioner’s midwifery. (1) He is “unsuitable because of his 
other functions.” But the increase in his work under the N.H.S. 
is due chiefly to inadequate pay—even so maternity cases take 
precedence of other work and a G.P. usually manages to avoid 
a B.B.A. (2) Nurses should conduct normal labours, even 
though gas and oxygen give insufficient anaesthesia for crowning 
and even though the patient often begs her own doctor to be 
there. (3) The clinic officer is to be called in for emergencies to 
our own patients, regardless, apparently, of the patient’s desire 
or the doctor’s ability. (4) Antenatal examinations might be 
permitted to G.P.-obstetricians who have gained entry to ante- 
natal clinics. How any G.P. can aspire to such proficiency in 
the future ‘without any experience of midwifery is not explained. 
(5) The G.P. should supervise the general health of the mother 
and subsequent care of the child. 


In other words, the G.P. may not touch midwifery, and the 
subject might as well be excluded from qualifying examinations. 
The G.P.’s ancient rights are being whittled and hacked away. 
We shall soon be like.the Russians, who, as I read, have 
specialists for everything and no G.P.s at all. I have referred 
to my fellow practitioners as “he” for brevity, to ‘be read 

s “she” if desired.—I am, etc., 

New Milton, Hants. Mary -Epwarbs. 

Sir,—I have read with great interest the account (March 11, 
p. 598) by Dr. D. W. James of the future of domiciliary mid- 
wifery. As one considering entering into domiciliary practice 
or attempting to reach specialist status I am alarmed at the 
description of conditions in midwifery practice as they exist 
to-day. I have always been taught to have great respect for the 
general-practitioner obstetrician and I have found this teaching 
justified. Naturally one hears fantastic stories, but in my 
experience these do not cease with the arrival of the potions 
at the door of the maternity hospital. 

That the general-practitioner obstetrician will now send 
patients into hospital earlier, as he is to receive the full fee in 
any case, may be acceptable to the principals of medical 
practices but is hardly compatible with the principles of medical 
practice. The figure of the reliable midwife, responsible to 
the C.M.B. and therefore irreproachable, doubtful of the ability 
of the practitioner and unhappy because he is taking away her 


‘ work, is surely an exaggeration. 


If conditions in practice are as Dr. James describes them, 
there can be only one course open to anyone planning a future 
in obstetrics. If the general-practitioner obstetrician as visual- 
ized by Dr. James is to materialize, the future of domiciliary 
midwifery must be clarified rapidly. This will not be furthered 
by wholesale criticism of those performing that service now.— 
I am, etc., 


Lee-o-Solent. G. €. MATHERS. 


Aaemia of Pregnancy 


Sir,—There is a small point made by Dr. R. F. A. Dean 
in his article entitled “* Significance of Haemoglobin Level in 
Puerperium ” (March 11, p. 567) which requires clarification. 
Although we made a detailed study of only 140 cases of 
anaemia, our conclusions regarding parity, etc., were based on a 
haemoglobin survey of 4,595 patients. In view of the fact that 
Dr. Dean based his results on 1,500 patients it seems rather 
unreasonable to refer to our series as “ comparatively small.”— 
I am, etc., 


Glasgow, C.4. Jean M. Scott. 


Contraception and the Catholic 


Sir,—In your issue of March 11 (p. 603), when speaking at 
the conference on world food problems, Mr. Clark is reported 
to have said that birth control “would mean a _ head-on 
collision with the Papacy.” In case your readers ‘should be 
misled by this misapprehension it should be noted that certain 
methods of birth control are approved by the Church of Rome. 
These are set out fully in my book Roman Catholic Methods of 
Birth Control, with a foreword by Julian Huxley and others, 
and also in a book by the Roman Catholic priest, Father 
O’Brien, entitled Lawful Birth Control in Harmony with 
Christian Morality, published in the United States. As this is 
difficult to obtain in this country, anyone who would care to 
read it can do so without charge at the library of the Society 
for Constructive Birth Control, at 108, Whitfield Street, London, 
W.1.—I am, etc., 


London, W.1. Marte C. STOPES. 


The Acute Throat 


Smr,—We have read at length various articles in the Journal 
recently on this important subject and the therapy thereof. *In 
my opinion the most efficacious drug of all is sulphathiazole. 
If this particular sulphonamide preparation be administered in 
its simplest form—i.e., lozenges (trochisci) in the dosage of two 
per day, the most congested and oedematous throat subsides 
within 30 hours. ‘I have found after dealing with hundreds of 
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cases in practice that the patients do not find it distasteful and 
there have been no toxic effects. By far its efficacy supersedes 
penicillin, especially with regard to the time factor. 

Although the pundits usually state that gargles are of no 
value as an integral part of the treatment, the action of potas- 
sium chlorate with phenol as a gargle taken three-hourly 
ameliorates matters quite well, provided it is not diluted too 
much and that smoking is strongly prohibited. For the adenitis 
which usually accompanies this condition, cataplasma kaolini 
changed 4-hourly is a prompt and effective agent. The salient 
feature of the treatment is its simplicity. The patient must be 
in bed and abundant cold fluids administered. If all these 
instructions be adhered to, if pathology is straightforward, the 
clinical picture of the acute throat disappears rapidly, and I 
can assure you I have never had a failure yet.—I am, etc., 


Glasgow, S.1. ROBERT K. STEEN. 


Atomic Weapons and the Medical Profession 


Sir,—Although it is surprising to read Dr. Cruden’s claim 
(March 11, p. 610) that the demand he makes for the abolition 
of the atomic weapons is “ preventive medicine,” yet I think the 
justice of his claim has to be allowed. It has become almost 
a truism to say that science, which has done so much to save and 
enrich human life, must now be firmly controlled if it is not to 
be used to annihilate human and indeed all other forms of life. 
As a bacteriologist, it seems to me that not nearly sufficient 
attention has been given to the dire threat of bacteriological 
warfare. Can we, or any other nation, refuse to outlaw this 
threat and retain any claim to be called human ? 

But this is not simply a moral problem. It has an immediate 
practical bearing. The Civil Estimates (Class IV) for 1950-1 
summarize the amounts provided under various Votes in the 
Estimates for 1950-1 for research (pp. 55-62): £61,700,000 
goes to Ministry of Supply research, which covers Army and 
Air Force. To this can be added over £5,000.000 for the Navy. 
The universities get £1,198.513 for research (a figure which 
includes research in nuclear physics). The Medical Research 
Council gets £1,700,421.—I am, etc., 


London, N.W.6. Mary BARBER. 


Sm,—I read with interest Dr. W. V. Cruden’s letter on atomic 
weapons and the medical profession (March 11, p. 610). It has 
seemed to me for some time that we as a profession have been 
deliberately turning fearfully away from the implications of the 
“atomic age.” This is not good enough. We. par excellence, 
are a humanitarian profession. Yet what barbarism could excel 
the proposal to use weapons which can wipe out 100,000 or 
more at one stroke ? ; 

What nonsense the current experiments in bacteriological 
warfare make of the work and lives of the great bacteriologists. 
Is the Hippocratic tradition to end in some super-elaboration of 
the Nazi “extermination sanatoria” or in the technique of 
artificially spreading plague, as used by the Japanese? I feel, 
Sir, that there can be no justification, neither military, nor social, 
nor ideological, for the use of mass-extermination weapons, 
which even from the military point of view are self-stultifying. 

Therefore, may I heartily endorse Dr. Cruden’s appeal in the 
confident hope that it will meet with the unanimous support of 
medical men here and abroad—namely, “that the leaders of 
the medical profession issue a solemn manifesto condemning 
the use of atomic weapons and, in the name of humanity, 
urging their abolition” ?—I am, etc., 


London, E.6. Davip H. Lewis. 


Sm—Dr. W. V. Cruden’s timely letter (March 11, p. 610), 
placing the responsibility of condemning the use of atomic 
weapons squarely on the shoulders of our profession, follows 
closely on the lead given by sections of the church in this 
matter. 

As the years pass by and my experience of the world, and in 
particular my knowledge of my fellow practitioner, deepens I 
have become increasingly amazed at the ease with which doctors 
can put important background factors of an illness out of their 
minds. But I also grow dismayed with the utter defeatism of 
those doctors who do, in fact, try to consider the effects of the 





environment on the health of the patient and see no way to 
affect or improve it. “The world is mentally sick” was the 
plaintiff cry of a psychiatric consultant at a recent meeting here. 

How divorced from reality it is quietly to go about our work 
of curing and preventing sickness while plans are rapidly 
maturing which, if allowed to develop, will result in the com- 
plete destruction not only of our practices but of the major 
part of humanity. General practitioners in towns such as Liver- 
pool are in daily contact with the most shocking overcrowded 
conditions—conditions which are partly due to the effects of the 
last war. We have a vested interest in opposing any move 
which slows down the housing programme or which attempts 
to re-create, but on a vastly greater scale, wartime conditions 
and destruction. Our most powerful allies are our patients 
themselves. 

May Dr. Cruden’s suggestions be followed by the rousing 
of medical and public opinion to such a pitch that prevention 
of atomic warfare becomes a reality—I am, etc., 


Liverpool. C. TAYLor. 


Pain in the Chest 


Sir,—In considering the factors responsible for pain in the 
chest wall, the recent work of Dr. Harold Wolff' appears to be 
relevant. He has demonstrated with the electromyograph that 
marked muscle contraction occurs in patients who are under- 
going emotional tension, without the patient being aware of any 
contraction. He points out that even strong contraction of the 
muscles is often below the level of ordinary awareness and yet 
gives rise to pain. Sir Thomas Lewis’ pointed out that pain 
and tenderness occur after two minutes voluntary contraction 
of a muscle, and he also pointed out that when a muscle has 
been continuously contracted for some hours the pain and 
tenderness persist and outlast the actual contraction. 

Pectoral tension is a frequent accompaniment of a faulty 
mechanical disposition of the shoulder-girdle, which in its turn 
depends on the muscles of the neck and thoracic outlet. 
Habitual over-contraction of this musculature is a common 
fault. The work of Sir Thomas Lewis and Dr. Harold Wolff 
appears to explain the mechanism of some cases of persistent 
chest-wall pain, without recourse to the dubious pathological 
entities of “myalgic spots” and “fibrositis.” It is doubtful 
whether deep massage or procaine injections can give more 
than temporary relief to a habitual faulty disposition of the 
shoulder-girdle. 

Faulty “ disposition” of the shoulder-girdle, as with the dis- 
position of other parts of the body, is frequently an expression 
of psychosomatic interaction, and gives an example of the way 
in which the emotions are made manifest in observable attitudes, 
which, if persisted in, may give rise to symptoms.—I am, etc.. 


London, S.W.7. WILFRED BARLOW. 
REFERENCES 


1 Proc. Ass. Res. Nerv. Ment. Dis., 1943, 23. 
2 Pain, 1942, New York. 


Sm.—Dr. J. H. S. Hopkins (March 4, p. 547) writes that cases 
of “pain in the chest wall simulating heart disease ” described 
by Dr. Rhodes Allison (February 11, p. 332) are “ indistinguish- 
able from Bornholm disease.” As a student I should hesitate to 
contradict the qualified, but in my opinion these cases have but 
one single feature in common with Bornholm disease, and that 
is the occurrence of pain somewhere in the trunk. 

Bornholm disease occurs mainly in those under 30 years of 

age (usually under 15 years) and has a tendency to attack all 
the children of a family. There is usually a transient pyrexia 
for two days, which diminishes together with the pain, and 
frequently a recurrence occurs about the sixth day of the ill- 
ness. There may be headache and signs of cerebral irritation. 
The condition occurs in epidemics in the late summer and 
autumn months. In the United States it occurs in the summer. 
De Ruder’ found that the epidemiological data closely resembled 
those of infantile paralysis. Dr. Allison’s cases were all over 
30 years of age and were isolated cases—to stress only two of 
the main differences. Sylvest’? gives a classic analysis of all the 
literature and his own observations on Bornholm, and there is 
much subsequent literature. 
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I write as one who has suffered from the diagnosis of 
“Bornholm disease or muscular rheumatism.” It was not 
until I presented with a temperature of 104° F. (40° C.) and 
fluid up to the second intercostal space on the right side that 
it became evident that our first thoughts of a very atypical 
pleurisy had been correct. I was over 30 years of age and 
was an isolated case.—I am, etc., 

London, S.W.3. R. T. D. FitzGerap. 
REFERENCES 


1 Klin. Wschr., 1937 16 585. 
3 Epidemic Myalgia, 1934, London. 


Simplified Method of Tracheo-bronchial Lavage 


S1r,—Tracheo-bronchial lavage is now accepted as an import- 
ant aid in the diagnosis of activity in pulmonary tuberculosis, 
but it is not by any means universally practised by chest 
physicians, apparently for the following reasons. (1) There is a 
fear that the procedure might cause spread of a tuberculous 
lesion or introduce a new infection. (2) There is some danger 
to the operator, as the patient coughs when the water is intro- 
duced into the larynx. (3) A certain amount of skill is necessary. 

I have devised a simple method of tracheo-bronchial lavage, 
which is not dangerous to the operator, requires no skill, and 
which has never in my experience caused any bronchogenic 
spread or introduced a new infection. The technique is as 
follows. ; 

The patient sits upright in a chair with the head well back. The 
operator stands behind the patient and pulls the tongue firmly 
forward with his left hand, at the same time telling the patient that 
he is going to inject some sterile water into his nostril, which he 
must on no account swallow, as it is intended that the water shall 
go down the “ wrong way.”’ The patient is then told to expire fully 
and hold his breath, and at this point 10 to 15 ml. of sterile distilled 
water is injected into the right nostril from a record syringe, firm 
traction on the tongue being maintained until the patient commences 
to cough. Everything expectorated is collected and sent to the 
laboratory for concentration and culture, if necessary. 


With this simple procedure cases of pulmonary tuberculosis 
which conform to the criteria for quiescence recommended by 
the Joint Tuberculosis Council will occasionally be found to 
be excreting tubercle bacilli from the lungs. If quiescence 
means ‘absence of activity, no case should be considered 
quiescent until it has been established that there are no living 
tubercle bacilli in the bronchial tree ; in other words no case 
that has recently shown any sign of activity should be con- 
sidered quiéscent without a negative tracheo-bronchial lavage. 
Lavage is also useful in determining whether or not a minimal 
lesion is active.—I am, etc., 

Belfast. R. FAWCETT STRONGE. 


Experiences with “ Diparcol ” 


Smr,—As a sufferer for ten vears from Parkinson’s syndrome 
I can confirm the efficacy of treatment by a combination of 
“ benadryl.” “ diparcol,” and amphetamine, though I have never 
reached the higher doses administered by Dr. F. Murray 
(March 11, p. 606). 

The pall'ative treatment of Parkinson’s disease has made a 
spectacular advance during the past twelve months, and we now 
have a most useful variety of remedies which can be used either 
singly or in combination to meet the requirements of individuals. 
There would appear to be no justification any longer for the use 
of hyoscine hydrobromide in these cases. Hyoscine has a 
dangerous and alarming effect on car drivers, but none of the 
new drugs appears to have a deleterious effect on one’s mental 


- alertness or judgment. 


Preferring to keep my treatment as simple as possible, I find 
my own symptoms can be kept under reasonable control by the 
daily administration of 15 mg. of “ artane "—taken in six doses 
of 2.5 mg. This enables me to lead an active life, but I always 
stress, when advising others, the need of adequate physical rest 
as an essential part of the treatment. 

It is not my experience that patients with this disease are 
depressed, and if depression is ever a symptom it might well be 
due to the treatment rather than the disease. For depression, 
amphetamine would of course be the drug of choice, and I have 


found this drug of particular value as premedication for social 
or public occasions, because it not only produces a feeling of 
well-being and confidence but it also strengthens the voice and 
counteracts the lack of clarity of speech which is so often 
adversely affected.—I am, etc., 

R. T. 


Ferrous Sulphate Poisoning 


Sir,—Dr. James Thomson (March 18, p. 645) has drawn 
attention to the possible value of gastric lavage with sodium 
bicarbonate solution as an antidote to ferrous sulphate poison- 
ing. This treatment can be effective only if instituted promptly 
after the tablets have been swallowed; it obviously cannot 
repair any damage already done to the gastric mucosa. In my 
experiments on rabbits, toxic effects appeared within thirty 
minutes and there was no protective action unless sodium 
bicarbonate was administered immediately before or after the 
iron preparation. 

Considerable delay usually occurs before cases of iron poison- 
ing are brought into hospital. By that time marked damage 


‘may already have occurred, and care must be taken not to 


accentuate it. While removal of the tablets and counteraction 
of the ferrous sulphate are of primary importance, I doubt the 
wisdom of using sodium chloride as an emetic, for this will 
increase the hypertonicity of the stomach contents. Surely a 
central emetic is indicated ? Great care is also necessary to 
avoid inspiration of the vomitus. It has been suggested that the 
hypertonicity of the iron solutions might cause the damage to 
the mucosa, but sodium chloride solutions of equal tonicity 
were not toxic. However, there is still the probability that local 
excessively high concentrations of ferrous sulphate are formed 
where a tablet is in intimate contact with the stomach wall. 
Finally, I consider that the administration of demulcents is 
strongly indicated for such cases ; possibly aluminium hydroxide 
combined with bismuth sulphate would be the best.—I am, etc., 


School of Pharmacy, G. F. Somers. 
London, W.C.1. 


Surgery of Childhood 


Sir,—Mr. T. Twistington Higgins, in his timely letter (March 
4, p. 551), has drawn attention to the need for improvement in 
the general surgical service for children. As one whose surgical 
work for the last twenty years has been concerned wholly with 
children I would strongly support his plea for consideration of 
this problem. May I comment upon three aspects ? 


(1) Who is to be responsible for the care of children requiring 
surgical treatment ? Lack of experience of this type of work is felt 
acutely by many general and specialist surgeons, and the prevailing 
answer, as is evident from many articles in the current surgical 
journals, is for the surgeon to call upon the services of the paedia- 
trician in the pre- and post-operative care of the patient. Modern 
surgery demands in many conditions the close co-operation of the 
physician and the surgeon, but one of them must in the last resort 
be responsible for the patient. The reaction of the growing child 
to surgical trauma differs in many respects from that of the adult, 
and the co-operation of a surgeon, with little experience of children 
and a paediatrician with little experience of surgery is not in the 
best interest of the young patient. 

(2) The day of the general surgeon has passed alike for children as 
for adults, and some way must be found to combine the skilled 
technique of the specialist surgeon with experience in the surgical 
requirements of the child, A satisfactory answer to this problem is 
hard to find. 

(3) How is the young surgeon in training to acquire experience in 
the surgery of childhood ? To require him to occupy a resident post 
in a paediatric centre before sitting his Fellowship is, as Mr. Higgins 
says, not at present feasible. It should, however, be possible for 
him either before or after taking his Fellowship to be attached for 
a defined period to the unit of a surgeon experienced in the treatment 
of children, preferably where wards are set apart for such treatment. 


May I conclude with some facts concerning the position in 
Glasgow ? Since 1935 the medical student is required to attend 
for one term the medical and surgical wards of the Royal 
Hospital for Sick Children, spending three days per week in the 
medical wards and two days in the surgical wards, with addi- 
tional tutorial demonstrations. In the final examination there 
is a separate written paper on child health and a compulsory 
question on surgical paediatrics in the surgery paper. In addi- 
tion clinical and oral examinations are held in both subjects. 
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The increased interest in surgical paediatrics in Scotland resulted 
in the formation in December, 1948, of thé Scottish Surgical 
Paediatric:Club, with a membership of about thirty surgeons 
whose work is largely concerned with children.—I am, etc., 
Glasgow, C.3. MATTHEW WHITE. 


Growth-inhibiting Properties of Steroids 


Sir,—The amazingly manifold biochemical and pharmaco- 
logical significance of the compounds possessing the cyclopen- 
tenophenanthrene ring and their related derivatives has lately 
been surveyed by Robinson.’ One of these substances, 
“cortisone,” was dealt with in a very interesting article by 
Professor J. W. McNee in the British Medical Journal 
(January 14, p. 113). It seems that this hormone and its regula- 
tor A.C.T.H. may have besides the numerous actions mentioned 
by Professor McNeg a considerable, though so far unsuspected, 
influence on the spread of infection in general and on the 
dissemination of focal tuberculous infection in particular. 

The curative effect of vitamin D, one of the members of this 
group, in cases,of lupus is generally recognized. Reactivation 
of dormant tuberculous infiltration of the lung as a side-effect of 
its application has been repeatedly reported. Less generally 
known is the growth-inhibiting effect of vitamin D in vitro on 
Myco. tuberculosis, similarly exerted by unactivated ergosterol 
and even by cholesterol, as stated by Raab.** This is evidently 
a propefty of molecular structure. 

Quite another relation of the steroids to growth than those 
mentioned above is suggested by the strange side-effect of 
cortisone on wound healing caused by the inhibition of granula- 
tion-tissue formation. This same action should be made 
responsible for the alleged spread of tuberculosis on account 
of cortisone or A.C,T.H. administration. If further research 
actually confirms such an effect we should suspect the cortisone— 
A.C.T.H. system, or rather its temporary hyperfunction, as a 
decisive factor in the dreaded sudden disseminated spread of 
fresh or dormant tuberculous foci, acting by way of suppression 
of the protective granular-tissue barrier. 

The above-mentioned inhibition of growth of bacterial cells 
by vitamin D and related cyclopentenophenanthrenes is not 
confined to Myco. tuberculosis, but includes Proteus vulgaris, 
Bact. aerogenes, Staphylococcus aureus, etc. The growth- 
inhibiting effect of cortisone on granular tissue further extends 
the. anti-growth property of steroids towards systemic tissue 
cells. The well-known promoting and inhibiting influence of 
the sex hormones (steroids again) on malignant growth of the 
secondary sexual organs seems to be of an analogous kind. 

The research work of these last decades has done very much 
in elacidating our knowledge concerning hormones, and 
especially hormones of the steroid type. Nevertheless we know 
very little about the ultimate cellular effect of these substances 
within the receptor cells. Further research along this line may 
certainly open new vistas.—I am, etc., 


Budapest, VIII. MAXIM BING. 


REFERENCES 


1 Nature, Lond., 1949, 164, 1025. 
2 Dis. Chest, 1946, 12, 68. 
3 Science, 1946, 103, 670. 


Coral Ulcer 


Sir,—I was interested in Surgeon Lieutenant F. S. Preston’s 
paper on coral ulcers in Naval personnel (March 18, p. 642). 
As.a prisoner-of-war of the Japanese on the island of Haroekoe 
in the southern part of the East Indies, I had considerable 
experience of the condition he describes. 

We were unable to perform any bacteriological investigation 
of the condition, and we concluded at the time that its rapidly 
spreading nature was in a large part due to the severe degree 
of malnutrition from which we were suffering. It is therefore 
of considerable interest to me that all of the cases reported in 
his paper were adequately nourished men, Also, since no 
alcohol was available, that did not enter into the aetiology. 
This bears out Surgeon Lieutenant Preston’s finding-in his cases. 
I can testify from personal experience to the very painful nature 
of the condition. 

The men were working on an aerodrome near the camp, 
removing outcrops of coral thrown a considerable distance 


above sea level, presumably by volcanic action, and we found 
that injuries caused by this long-dead coral frequently 
ulcerated in a similar manner to those caused by living coral. 
Indeed, it was my impression that any minor injury of the 
leg was liable to ulcerate in this manner, though many of the 
most severe ulcers were caused by living coral. However, 
although minor injuries to the hand were common, no injury 
of the upper extremity ever ulcerated. In fact, all the ulcers 
that we treated were situated below the middle of the thigh, and 
the vast majority were below the knee. Boots were scarce at the 
time, and many went barefoot most of the time. Nearly all the 
minor injuries, apart from those to the hand, were below the 
knee. 

We did not have the advantage of penicillin, and had to 
rely on the few drugs available to us from the Japanese. The 
rationale of treatment in all but the mildest cases was to rest 
the limbs completely until the actively spreading phase was 
over, usually under one week, and then to excise or curette 
all infected tissue. The limiting process could be hastened 
before: excisiog by packing the ulcer with potassium perman- 
ganate crystals or, preferably, iodoform powcer when we had 
any. 

Anaesthetics were extremely scarce, and the excision or 
curettage, except in the most severe cases, had to be performed 
without them. However, the original condition was so painful 
and the relief afforded so great that the men submitted willingly 
with only a twist of the local dark and potent shag to help 
them. 

After excision, the ulcers usually healed slowly with rest 
and the application of zinc cream. We cleaned and redressed 
them daily. It was always very difficult under Japanese 
prisoner-of-war conditions to obtain adequate rest for these 
men. There were a number of relapses requiring further 
excision. Healing was very slow in the largest, a few of which 
were more than four inches in diameter. These we assisted 
once they were clean with small skin grafts. I find it hard to 
say, aS we were unable to keep permanent records, exactly how 
many of these ulcers we treated, but the frequency of the 
condition may be judged from the fact that two of us— 
Kapt. R. Springer, of the Royal Netherlands Army Medical 
Service, and I—spent the whole of each morning from January 
to June, 1944, treating practically nothing else. There were 
about 1,000 men in the camp at this time. 

I would conclude by paying tribute to the skill, inspiration. 
and tireless work of Kapt. Springer in his service to our men 
in those difficult times.—I am, etc., 


Yelverton; Devon. RICHARD PHILPs. 


Sir,—-I was interested in Surgeon Lieutenant F. S. Preston’s 
“Coral Ulcer” (March 18, p. 642), because I have treated four 
cases (including myself) of wounds produced by coral. Two of 
these were incurred from one of the salt-water lakes of Egypt 
and two from the shores of the Indian Ocean near Mombasa. 
Two cases, one from each location, consisted of simple, small, 
penetrating wounds. From the other two, fairly deeply placed 
foreign bodies gradually extruded themselves, one from each 
wound. These consisted of the broken-off tips of calcareous 
spines. In no case was there any infection, ulcer formation, or 
toxaemia. Presumably the causative agent of these wounds ' was 
dead coral or, perhaps, sea urchins.—I am, etc., 


Walmer, Kent. J. L. HARDMAN. 


Students’ Literary Style 


Smr,—I hope a medical student will be permitted to make a 
slight (admittedly ungrammatical and ill-phrased) contribution 
to the subject of his fellow-sufferers’ literary style. The excuses 
offered already by Mr. Ranger M. Whelan (February 18, p. 441) 
and Dr. William Harkins (March 11, p. 611) are indeed no 
news to students; the large mass of knowledge thrust upon 
us by those lacking the gift of teaching, together with that 
occasional badly worded examination question—which will 
keep,.cropping up—is adequate reason for bad grammar and 
spelling. The speed with which we are expected to write is, 
incidentally, responsible for the accompanying bad handwriting, 
which surely should have been mentioned. 
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We students, however, comfort ourselves with the rationaliza- 
tion that “the founder of the greatest tradition in the Annals 
of British Surgery "—I quote R. H. Major’s Classical Descrip 
tions of Disease—was “ unable usually to express himself clearly 
by either written or spoken word.” I refer to John Hunter. 
And, anyway, they were probably grumbling about students’ 
literary style in the days of Hippocrates.—I am, etc., 

Sheffield. ROBERT M. ATKINSON. 


Social Services and the State 


Sir,—The crucial issue has been raised of the priority of 
social services in relation to limited resources. A letter which 
was indeed painful reading, signed by Lieut.-Colonel H. R. 
Pelly, appeared recently in one of our leading daily papers 
(The Times, March 17). Since this letter has remained un- 
answered, though questions of the highest moment were 
involved, I trust you will permit me to draw attention to 
the serious implications thereof. 

The letter which I refer to might have emanated from pre- 
war Germany rather than from Chelsea, associated in so many 
of our minds with the fine arts. Colonel Pelly is led to the 
unhappy conclusion that those social services which do not 
clearly promote the strength and welfare of the State must 
either be sacrificed or left to the chance help of friendly people 
or organizations. He then proceeds to contrast the relative 
value to the State of children and old people. 

Now by all means let us care for the chiidren’s teeth (the 
matter is urgent), but do not let us deprive the aged of the 
ability to masticate or to read in their leisure hours. Heaven 
knows they have little enough comfort or consolation in this 
modern world. Again, Colonel Pelly says that the education 
of children must have priority over the suitable housing of old 
people. What sort of education will these children have if 
they are not taught, both by precept and example, to respect 
and care for the aged? This correspondent, having subscribed 
to the un-English doctrine of the State first, the individual 
second, third, or not at all, ends with this cold and calculating 
conclusion, “It is not in the interests of the State to prolong 
the individual’s life after he has ceased to be a productive unit, 
or even to be self-supporting.” 

May I suggest that a committee of the British Medical 
Association or of the Fellowship for Freedom in Medicine 
{Lord Horder’s group) could advise the Ministry of Health 
how to effect very large economies in the working of the 
National Health Service without hurting either the children 
or the aged ? Colonel Pelly’s views have served one good pur- 
pose: they have demonstrated how readily the benevolent all- 
powerful State can degenerate into the ruthless, efficient State. 
—I am, etc., 

West Clandon, Surrey. 


POINTS FROM LETTERS 


Health and the Soil 

Dr. E. K. LepERMANN (London, W.2) writes: I agree with Dr. E. H. 
Eason’s views (March 25, p. 731) on the fundamental importance of 
nutrition and the treatment of the soil. I am, however, not surprised 
at the lack of interest shown by the medical profession in these 
matters. Scientific medicine has become analytical and specific. The 
views on organic farming and husbandry and the principles of natural 
therapy do not fit into the scheme. Non-medical practitioners find 
it easy to follow the common-sense holistic approach. Who of the 
teachers of our profession is sufficiently detached from the specialist’s 
outlook and sufficiently aware of the limitations of the scientific- 
analytical approach to lead the profession and the laity in these 
fundamental matters of health and disease ? 


Students’ Literary Style 

Dr. R. Durr CHALMERS (London, S.E.10) writes: Professor C. 
Wells and Mr. J. A. Shepherd (January 28, p. 252) comment on the 
poor vocabulary of modern undergraduates—and use “ student ” 
three times in the first thirty words of their letter. They complain 
of the style of the answers to examination questions—and start their 
second sentence: “In reading”; it should be: ‘“ When reading.” 
They finish with the weak and awkward: “. . . it might be profitable 
to try to trace its causes.” I suggest that: “.. . an effort should 
be made to trace its causes” is stronger and reads more easily. 
Perhaps they had little time and felt, as any candidate does, that 

“— I have fears that I may cease to be 
Before my pen has glean’d my teeming brain.” 


C. P. WALLACE. 


Obituary 








SIR ARTHUR BAGSHAWE, C.M.G., M.B., D.P.H. 


Sir Arthur Bagshawe, who was well known to all those 
interested in tropical medicine as the first director of the 
Bureau of Hygiene and Tropical Medicine, died on 
March 24 at the age of 78. 

Arthur William Garrard Bagshawe, the second son of 
the Rev. Alfred Drake Bagshawe, was born at St. Leonards- 
on-Sea in 1871. He was educated at Marlborough, Caius 
College, Cambridge, and St. George’s Hospital, obtaining a 
first class in Part I of the Natural Science Tripgs in 1892. 
He qualified M.R.C.S., L.R.C.P., and graduated M.B., B.Ch. 
in 1895, and in 1908 he took 
the Cambridge D.P.H. After 
holding a-house appoint- 
ment at the Royal Northern 
Hospital he joined the 
Colonial Medical Service in 
1898 and was posted to 
Uganda. As a member of 
the Lango Expedition in 
1901 and of the Anglo- 
German Boundary Com- 
mission which defined the 
frontiers of what is now 
Tanganyika he became very 
familiar with the many 
medical problems of East 
Africa. Trypanosomiasis 
was at that time epidemic in 
Uganda and was destroy- 
ing the human population 
over large areas as well as the cattle on which they lived. 
All too little was then known of the oecology of the 
tsetse fly, and the chemotherapy of sleeping sickness was 
still in its infancy. 

Bagshawe quickly became one of the most distinguished 
workers on trypanosomiasis. In 1907-8 an international 
conference sat in London at the invitation of the British 
Government to consider the whole problem of trypano- 
somiasis, and in the deliberations of this body Bagshawe 
quickly made his mark. One of the recommendations of 
the conference was the establishment of a central inter- 
national bureau “to extract and circulate all new literature 
on sleeping sickness.” The idea of medical collaboration 
on ah international scale for the study and eventual eradi- 
cation of a particular disease was then a very new concep- 
tion, and international rivalries were acute enough to 
prevent this proposed development. Lord Elgin, who was 
then the Secretary of State for the Colonies, however, saw 
the absolute necessity for some central organization to 
keep workers on sleeping sickness informed of the most 
recent developments in their field. He therefore established 
a British bureau, with Bagshawe as its first director. Four 
volumes of abstracts on trypanosomiasis proved such a 
boon to scientists and medical men in the Tropics that 
the idea was quickly extended to other diseases, and in 1912 
the Trypanosomiasis Bureau became known as the Tropical 
Diseases Bureau. In 1926 the Bureau, which had then 
become firmly established, changed its title to “ Bureau 
of Hygiene and Tropical Diseases,” a name more in keeping 
with its wider functions. Bagshawe continued to act as 
director of the Bureau and as editor of the Tropical Diseases 
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Bulletin till his retirement in 1935. His achievements have 
played no small part in raising the standards of tropical 
medicine so that to-day it is one of the most progressive 
branches of medical science. 

Bagshawe was honorary secretary of the Royal Society 
of Tropical Medicine and Hygiene from 1917 to 1921, 
and its president from 1935 to 1937. The Liverpool School 
of Tropical Medicine awarded him the Mary Kingsley 
Medal in 1920, and in 1933 he was knighted; he had 
received the C.M.G. eighteen years previously. He married 
in 1910 Alice Mary, daughter of the late Joseph Harry 
Thornber, and they had two sons: his wife died in 1944. 

Bagshawe was somewhat reserved, and his shy, almost 
deprecating manner tended to discourage easy friend- 
ships. Those who did enjoy his friendship, however, knew 
him as the most warm-hearted of men, with a vast stock 
of knowledge and worldly wisdom on almost every con- 
ceivable subject. Workers in the Tropics who received 
month by month the Tropical Diseases Bulletin, though 
they never saw him, will not easily forget him, for he was 
one of the real founders of scientific tropical medicine. 


(Portrait from the oil painting by Miss Nancy Huntly.) 


LIONEL A. DINGLEY, M.D., F.R.C.S. 


Mr. Lionel Dingley died at his country home at Myddle, 
Shropshire, on March 16, at the age of 61. He was senior 
surgeon to the West Bromwich and District Hospital and 
to Hallam Hospital, West Bromwich, and was an active 
member of their staffs until the last year of his life. 

Lionel Alfred Dingley was a student at University 
College Hospital, graduating M.B., B.S. in 1912, and pro- 
ceeding M.D. in 1914. He took the F.R.C.S. in 1920. He 
served in the 1914-18 war with the rank of major, and was 
decorated with the Croix de Guerre. Joining his father 
in general practice in Wednesbury, he worked there for 
over thirty years, undertaking much of the surgical work 
of the practice and of the surrounding district. He was 
twice chairman of the West Bromwich and Smethwick 
Division of the British Medical Association and was chair- 
man of the local medical war committee. In 1948 he 
was appointed a member of the Birmingham Regional 
Hospital Board and of the West Bromwich Hospitals 
Management Committee. 

A prodigious worker, Lionel Dingley earned and 
deserved the esteem which he enjoyed in both spheres 
of his profession. As a general practitioner he was a 
family doctor of traditional excellence. Painstakingly 
thorough, with a passion for minute detail, he was never 
so busy that he could not spare time to give his counsel to 
all who sought it. As a surgeon he was a link with Lister 
himself, for he had served his apprenticeship under Sir 
Rickman Godlee, and great was his delight when the 
sulphonamides and antibiotics appeared. He never lost 
sight of the fact that, as a general practitioner, he would 
enter the homes and daily lives of many of the patients 
on whom he operated. He thus brought to the rarefied 
atmosphere of the operating theatre a wholesome sense of 
reality. But this attitude of mind did not engender a 
pedestrian cautiousness; on the contrary, it stimulated 
Dingley, for none knew better than he the miseries of the 
permanent suprapubic drain and the ununited fracture. He 
sought earnestly and constantly for perfection in knowledge 
and technique, and was among the first to perform the 
Smith-Petersen nailing operation. 

He had the gifts of warm and generous friendship and 
ready laughter. He never grew old, because he was always 
too eager to learn the viewpoint of the young. A deeply 
religious man, Lionel Dingley loved his fellow men. His 


tastes were simple, and he derived intense pleasure from 
the countryside. His work, his church, his friends, and the 
ideally happy home life which he shared with his wife and 


two children absorbed him completely. He faced his last: 


task with a steadfast courage and equanimity that were 
characteristic of him.—W. E. W. 


G. EWART MARTIN, M.A., M.B., F.R.C.S.Ed. 


The death of Dr. Ewart Martin of Edinburgh, on 
March 27, at the age of 61, means a loss not only to 
his specialty of otolaryngology, in which he was one of 
the leading exponents in Britain, but to wider fields of 
general medicine and medical education, in which his wise 
counsel was greatly valued. 

George Ewart Martin was a native of Inverness and 
was educated at Inverness Royal Academy and Edinburgh 
University, where he graduated M.A. in 1910 and M.B.. 
Ch.B. in 1913. After resident posts he went to France in 
1914 as a surgical specialist to a casualty clearing-station. 
but eventually became one of the first ear, nose, and throat 
specialists in the R.A.M.C. On his return to Edinburgh 
after the war he took the F.R.C.S.Ed., in 1920, and began 
his long connexion with the ear, nose, and throat depart- 
ment of the Edinburgh Royal Infirmary as clinical assis- 
tant to Dr. Logan Turner. In 1920, at the suggestion of 
Dr. Logan Turner, he took a postgraduate course at Phila- 
delphia, under Chevalier Jackson, being the first of many 
British postgraduates to do so. He returned full of enthu- 
siasm for the new “specialty within a specialty” of 
“ broncho-oesophagology,” in which he was to make an 
international reputation. He was appointed assistant sur- 
geon and later surgeon-in-charge of the ear, nose, and 
throat department at the Edinburgh Royal Infirmary ; 
other consulting appointments which he held later were 
to Bangour Hospital, Kirkcaldy Hospital, and—one to 
which he was particularly attached—Kelso Hospital, the 
oldest rural hospital in Scotland ; every one of the general 
practitioners in Kelso came to his funeral. Dr. Martin 
was adviser in otolaryngology to the Department of Health 
for Scotland, consultant aural surgeon to the Ministry of 
Pensions, a member of various committees of the Medical 
Research Council dealing with problems of deafness, a 
member of the Medical Faculty of Edinburgh University, 
and a member of the Council of the Royal College of 
Surgeons of Edinburgh. He had been President of the 
Scottish Otological and Laryngological Society, and Presi- 
dent of the Section of Laryngology of the Royal Society of 
Medicine. In 1947 he was invited to the centenary meeting 
of the American Medical Association at Atlantic City to 
open a discussion in the Section of Otolaryngology, and in 
1948 he gave the Semon Lecture in Laryngology at Lon- 
don University ; on both occasions he spoke on broncho- 
oesophagology, regretting that it was passing out of the 
hands of the laryngologist into the hands of the thoracic 
surgeon, and making the important point that in spite of 
that it must be the laryngologist who had to teach the 
subject ; in 1947 he stated that he based his opinions on 
over 4,000 personal recorded endoscopic cases. 

Ewart Martin was not, strictly speaking, a research 
worker, but he stood high in the line of those clinical 
teachers who have made famous the medical school of 
Edinburgh, and he seldom, if ever, missed his mornings 
at the Royal Infirmary. His published writings were mainly 
on endoscopy, but he was also responsible for the section 
on the nasal sinuses in Logan Turner’s well-known text- 
book on diseases of the throat, nose, and ear, and he was 
greatly interested in the newer developments of electronics 
and had written on hearing-aids and allied problems. He 
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was a constant help and encouragement to budding oto- 
laryngologists and to junior members of the specialty, 
and the consultant otologists to the R.A.F. and to the 
Army have each asked that it should be put on record 
that both Services owed much to Ewart Martin for his 
friendly advice and for his training of many young 
specialists in his department at Edinburgh. 

Ewart Martin had few recreations outside his work, for 
his golf was strictly of the holiday variety and his fast 
motoring all over Britain was usually in his professional 
capacity. He was a non-smoker and a teetotaller, and his 
genial, bulky form was usually the centre of a circle of 
cheerful young people, for his schoolboy good-nature was 
infectious. During the past year he became the victim of 
an obscure type of aplastic anaemia, and he was kept going 
by constant blood transfusions, after each of which he 
would go on with his ordinary work. The transfusions 
became more difficult and it was resolved to remove his 
spleen and gall-bladder ; he recovered well from the opera- 
tion, but his strength had been too much sapped in the 
previous months and he died a few days later. 

Dr. Martin was supremely happy in his family life, and 
there will be widespread sympathy in his untimely loss for 
his widow, two young married daughters, and two sons. 


S. VERE PEARSON, M.D., M.R.C.P. 


Dr. George Day writes: In an after-dinner speech I once 
said, “ Apart from his nose, there are two outstanding 
features about Dr. Pearson: one is his uncanny and infuria- 
ting knack of being right for all the wrong reasons ; and 
the other is that the more you get to know him the more 
you love him. The process of getting to know him, how- 
ever, is everlasting.” Spoken in jest, these proved to be 
words whose truth time did not shake. Even after an 
association with him lasting fifteen years, it was quite 
impossible to predict what “the Old Man’s” reactions 
would be in any given circumstances ; and one was con- 
tinually discovering with delight fresh unsuspected facets 
to this supremely individualistic personality. At first 
encounter he struck awe, and—especially if the gold-rimmed 
monocle came into play—appeared somewhat forbidding 
in manner. His outspokenness was a byword among 
colleagues, patients, and their relatives. His essential 
humility too often passed unnoticed. 

There were, indeed, many. other facets to be glimpsed, 
each leaving a fragmentary memory: his offhand accept- 
ance of a jesting challenge to come bathing (from an 
unprotected beach, mark you) during a torrential thunder- 
storm when he was well into his seventh decade; his 
austere and aloof figure at T.A. conferences suddenly 
swooping down on a very junior colleague for a long 
téte-d-téte at which he would draw out and absorb with 
unfeigned interest the youngster’s views; hearing him 
sobbing quietly beside me at the film Green Pastures ; 
his grotesque bodily contortions when racked with help- 
less laughter during our not-too-solemn conclaves in the 
consulting-room ; his return from country walks bearing 
massive and repulsive edible fungi, which he would cook 
and eat with triumphant relish; the fierce rows which 
sprang up, lasted all day (with an hour off for lunch), 
and would as suddenly resolve leaving the participants 
in warmer and fuller accord than ever before; his 
improvised bedtime stories, which held spellbound his 
little adopted group of wartime evacuated children ; and 
finally his tall scholarly figure, muffled in his shepherd’s 
plaid, striding home across the golf links after his day’s 
work. 


The manner of his retirement from the Mundesley 
Sanatorium in 1949, after forty-four years of service, was 
characteristic. On March 31 he was due to give the last 
of his series of “Travel Talks” to patients over the 
internal broadcasting system. He worked as usual to the 
last minute ; at 8 p.m. he sat down before the microphone, 
and dealt with travels he planned for his future “ beginning 
to-morrow.” Then, having wished all his listeners good- 
bye and Godspeed, he stepped out of the “studio” into a 
waiting car and was away before the fleetest of us could 
catch him. He never set foot in the buildings again. It 
is impossible to think of “Sid” as finished: rather one 
feels (and dimly hopes) he may yet be consorting’ with 
Dante and Virgil) with whom he would get on like a 
house afire), with plenty to say for himself and eternity 
to say it in. 


Dr. THomMasS GEORGE LaSLeTT died at his home in Farnworth, 
Lancashire, on February 22 at the age of 90. He was the oldest 
medical practitioner in the district, and, though old in years his 
mind and memory were excellent to the end. A native of 
Liverpool, he was educated at University College, Liverpool, 
qualifying in 1884. Then he “squatted” in Farnworth and 
built up one of the best and largest practices in the area, a 
practice which is now carried on by his son. He was an 
exemplary general practitioner, kindly, sympathetic, and 
interésted in his work and his patients but intolerant of un- 
ethical conduct. Many of his older patients he attended until 
ill-health put a stop to his activities. While in practice he had 
held the posts of anaesthetist to Townley’s Hospital, medical 
Officer to the Cottage Homes, and deputy vaccination officer to 
the Great Lever District. At the time of the introduction of 
the N.H.I. Dr. Laslett was the local secretary of the B.M.A. 
Later he was the representative of Area 15 on the Lancashire 
Medical Services Committee which met at Preston for many 
years. ‘He was created a county J.P. in 1927, and he was also 
a trustee of the Dixon Green and Rideout Exhibitions, and for 
many years a governor of Farnworth Grammar School. Some 
of the older people in Farnworth may remember his familiar 
“ dog-cart” and his grey cob, “Silver.” They gave way to 
one of the first motor-cars. There was, of course, no self- 
starter, and it took 15 minutes to light the old oil lamps before 
starting out on a night visit. Dr. Laslett leaves a son. A 
grandson is also in. the profession. 


Dr. THOMAS BRICE POOLE died at Hove, Sussex, on March 10 
at the age of 80. He was born at Harlow, in Essex, and after 
spending some years in commercial life entered Guy’s Hospital 
at the age of 21. He graduated M.B., B.S. at the Uni- 
versity of Durham in 1896, proceeding M.D. in 1898. He had 
a promising career as a student, and after qualification he was a 
house-physician and resident obstetric assistant at Guy’s 
Hospital. In 1897 he started in general practice in Wimbledon, 
where he spent nearly ten years, then in 1906 he moved to 
Westcliff-on-Sea, where he rapidly built up a very large practice. 
Dr. Poole was a most conscientious practitioner, and his self- 
sacrifice and his ability soon endeared him to his patients and to 
his colleagues. After the passing of the National Health 
Insurance Act he joined the panel, but he soon realized that he 
could no longer give his patients the detailed attention he felt 
they required, and so he resigned from the N.H.I. and devoted 
himself to the private work in which he excelled. He was often 
called into consultation by his colleagues, and his clinical insight 
combined with his personal charm made him of great service. 
During the 1914-18 war Dr. Poole acted as commandant of the 
Overcliff Red Cross Hospital and was mentioned in dispatches. 
In 1926, at the early age of 56, he retired from practice and 
settled in Hove. “He had been a member of the B.M.A. for 
many years; in 1924-5 he was chairman of the South Essex 
Division and in 1928-9 president of the Essex Branch. To his 
widow the sincere sympathy of his many friends and colleagues 
will be extended in full measure, and he will long be 
rerembered in Westcliff for his sincerity and integrity— 
G. T. F.-S. =e 
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Dr. KENNETH WOLFERSTAN, who had been in practice at 
Sunbury-on-Thames since 1930, died on March 18 at the age of 
65 years, at Ashford County Hospital. He was born at 
Plymouth, the son of a solicitor, and educated at Blundell’s 
School and St. Bartholomew's Hospital. He qualified in 1909, 
and after holding resident posts at the Royal Worcester Hospital 
he went to Japan and China as a ship surgeon. Returning to 
this country, he went into practice at Craven Arms, Shropshire, 
where he met his wife. During the 1914-18 war he served for 
two and a half years as surgeon in the Royal Naval Air Service 
at the Dardanelles and on the Greek islands, after which he was 
invalided out of the Service. He started in practice again at 
Crewkerne in Somerset, leaving there for Sunbury-on-Thames 
in 1930. Wolferstan was a refreshing man, full of enthusiasm 
and friendliness, and once he gave his friendship it was firm 
for all time. He was a lover of men, and he went to endless 
trouble to help his fellows both in medical and other fields. 
The more obscure the problem, the more he revelled in it, and 
he mobilized the assistance of his many consultant friends in 
the process. He was a keen, painstaking, well-informed*doctor, 
and his case notes were a joy to see, written in a clear, legible, 
artistic hand. His fame and reputation extended for fifty miles 
around his home on the quiet Thames-side. During the recent 
war he made medical board work his first priority. In 1946 
he gave up his panel work and devoted himself very successfully 
to the medical treatment of duodenal ulcers and of chronically 
ulcerated legs. His enthusiasm and initiative extended to 
manufacturers of equipment, to photographers, to his work as 
police surgeon for T Division, and to his contributions to the 
lay and medical press. His sudden death came as a shock to his 
wife, his two sons, his patients, and many friends. Kindliness, 
enthusiasm, and skilled hard work were his hallmarks.—H. D. 








Medico- Legal 








USE OF TITLE “M.D.” BY OSTEOPATH 


Yet another case raising the question whether the use of the 
title “M.D.” by a person not on the Medical Register is 
illegal seems worth reading. An osteopathic practitioner, 
Mr. Sylvan Plinston, of St. James’ Street, Accrington, was 
summoned before the Accrington petty sessions by the Medical 
Defence Union.’ 

Mr. A. E. Jalland, prosecuting, alleged that a lady patient 
obtained from the defendant a National Insurance certificate 
signed “S. Plinston, M.D.” The manager of the regional 
office of the Ministry of National Insurance noticed that it was 
not on the form supplied to medical practitioners, and when 
inquiry showed that the signatory was not a qualified medical 
practitioner he had the patient's benefit stopped. The defendant, 
who visited the manager’s office, admitted that he had issued 
the certificate and several others, but maintained that he was 
entitled to use that style because he had‘in May, 1948, obtained 
the degree of M.D. at the Cornwallis Medical College. “He 
said he was entitled to be on the list of the executive council 
but would earn less money than as an osteopath. He was earn- 
ing £5,000 a year as an osteopath, and if he went on the list his 
earnings would probably be reduced to £2,000. The Cornwallis 
Medical College, Mr. Jalland said, did not appear to be known 
in the United Kingdom, in the U.S.A., or in the Dominions. 

The defendant’s solicitor said that he had practised in the 
town for nearly thirteen years. There was no necessity for him 
to use the title “.M.D.,” and as he received payment from his 
private patients he gained nothing from signing certificates, as 
he thought he was entitled to do according to his qualifications. 
He had been known over twenty years in the medical world 
and had no reason to try to misrepresent himself. 

The defendant said in evidence that the postgraduate course 
in homoeopathy which he had taken in 1948 had given him the 
degree of M.D., Master of Surgery in Homoeopathic Medicine. 
The Chicago college which had granted the diploma had 
originally been the Cornwallis School of Homoeopathy. He 





‘Accrington Observer, October 22, 1949. 


had made it perfectly clear to his clients that he was not a 
State-registered practitioner and that they should pay him for 
his services. His philosophy was strictly opposed to that of 
orthodox medicine. A form of certificate had been agreed upon 
by the association to which he belonged and had been discussed 
with the Ministry of Health. ‘ If the use of “M.D.” was going 
to cause misunderstanding he would prefer to leave it out. He 
understood that its use was perfectly legal in view of his qualifi- 
cations. This was the first time a complaint of misrepresenta- 
tion had been made against him. In cross-examination he said 
the certificate in respect of his last postgraduate course had been 
granted through the Chicago Medical College, which had its 
buildings in Calcutta. He belonged to an international associa- 
tion which did research work in conjunction with the College 
of Naturotherapeutics. He had never claimed to be a doctor 
of medicine and had no degree except in homoeopathy. 

The magistrates found him guilty on the three charges pressed 
by the prosecution, and fined him £10 on each of them, with 
five guineas costs. 








Medical Notes in Parliament 








CRIME AND PUNISHMENT 
In the House of Lords on March 21 Lorp Ltioyp drew 
attention to the number of crimes accompanied by violence 
occurring in great cities. He urged the Government to re- 
consider the abolition of corporal punishment brought about 
in 1948. 

The LorD CHANCELLOR said the Government had no inten- 
tion whatever of reintroducing flogging. Longer sentences 
would have to be given. There was no evidence to prove 
that the use of the “cat” prevented further crimes of violence. 

Lord TEMPLEWoOoD said he believed long terms of training 
and imprisonment were a much better deterrent than corporal 
punishment. 

The ARCHBISHOP OF ‘YORK quoted an article in the British 
Medical Journal. by Dr. Bowlby (March 11, p. 570) which 
showed there was general agreement that the unhappy home 
and the unhappiness of parents were two of the main causes 
leading to juvenile delinquency. 

Lord SAMUEL said that in Scotland there had for many years 
been no flogging for these offences. No one ventured to say 
the offences there were more frequent or more violent. He 
was against the proposal to reintroduce corporal punishment. 

When the debate was resumed on March 23 Lord Gopparp 
said the most disturbing thing about the increased use of 
the “cosh” was the youth of the prisoners. He asked whether 
probation was to take the place of punishment. He said that 
he did not feel able to press for a return of corporal 
punishment yet. 

Lord CHor.ey said that in this country hardly anyone was 
prepared to prevent evil from getting going but the country 
was ‘ready to spend millions of pounds to cure.it. They were 
spending over £400m. a year on curative medicine but were 
not prepared to find a few thousand pounds to keep going 
experiments in preventive medicine at the Peckham Health 
Centre. He deplored the fact that there was no institute of 
criminology, only a small department here and there at the 
universities, on which practically no money was spent. 

The Lorp CHANCELLOR, replying to the debate, said that the 
figure for cases of robbery with violence were substantially 
less in 1949 than they had been in 1948, when for the greater 
part of the year there was corporal punishment. A study of 
the methods of diagnosis and treatment of juvenile offenders, 
financed by the Carnegie Trust, had just been completed at 
Redhill approved school, and the result was shortly to be .pub- 
lished. Cambridge University was starting research into the 
question of sexual offences. The Carnegie Trust had appointed 
Mr. John Mack, lecturer in citizenship in Glasgow University, 
to survey the entire field of juvenile delinquency. The Home 
Office had made materiai freely available to research workers 
and was consideting how its statistics could be made. mere 
useful for research. 
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Health Centres ; 

On March 23 Mr. SOMERVILLE HastTinGs asked Mr. Bevan 
what arrangements he had made for practitioners who were 
willing to undertake full-time service in health centres in any 
part of the country to secure an opportunity to practise their 
profession in this way. He further inquired what steps 
Mr. Bevan took to ensure agreement by suitable practitioners 
in a district to undertake service in a health centre before he 
sanctioned the provision of such a centre by new construction 
or adaptation. 

Answering both questions, Mr. BEvVAN said that before 
approving a health centre he obtained an assurance from the 
executive council, after consulting the local medical committee, 
either that enough local doctors desired to practise there or 
that the need for more doctors in the area would justify 
advertising vacancies. 

Mr. HastTinGs said that if Mr. Bevan agreed to the suggested 
arrangement the distribution of doctors, which was most 
unequal! at present, would be greatly improved. 

Mr. BEvaAN pointed out that a special committee of the Centra 
Health Services Council was exploring the lines on which health 
centres should be developed. In reply to a further question he 
said that one new building was under construction, and one other 
new building and one adaptation had been approved as health 
centres. Other schemes were under consideration. He had no 
information about the numbers of doctors willing to transfer 
their practices to health centres. The present building situation 
would in any case make it impossible to provide health centres 
for all doctors who would desire them. 


The Production of Spectacles 

In the first year after the National Health Service began the 
demand for spectacles multiplied by two and a half. Efforts to 
stimulate production in the same year increased the supply by 
one and a haif times, but the gap caused a waiting-list of just 
over three million by the end of the first year of the scheme. 
The industry was supplying spectacles at the rate of about four 
and a haif million pairs a year before the National Health Ser- 
vice began. In December, 1948, the rate of demand reached 
12 million a year, but fell substantially and steadily during 1949. 
The present rate is about five million a year. The rate of pro- 
duction is now about seven and a half million pairs a year. It 
passed current demand early last autumn and has steadily risen 
since, while demand has fallen. The waiting-list has been cut 
by half a million since last September, and arrears are being 
reduced at the rate of 250,000 pairs a month. 

Surgeons in Malaya.—Mr. StracHey on March 28 said there were 
seven British Army surgeons serving in Malaya and Singapore. 
They were available to fly to any locality where their services might 
be needed. Mr. Strachey added that he was keeping the requirement 
under careful review. He said there were in addition sixteen 
European civilian surgeons in Malaya and Singapore who could be, 
and were, called on should Army surgeons not be immediately 
available. 








The Services 








The London Gazette has announced the award of the George 
Medal to Acting Squadron Leader Rosert Ertis Woo.tey, R.A.F., 
Maintenance Base (Far East), Seletar. The citation reads as follows: 


At approximately 2200 hours on November 20, 1949, whilst a severe thunder- 
storm was raging a Sunderland aircraft with a crew of eight, and four 
passengers, crashed in shallow water at Seletar immediately after its “* take- 
off.” Three passengers were killed and the pilot and one passenger subsequently 
died. The aircraft was loaded with over 2.000 gallons of petrol which heavily 
flooded the surrounding area. Despite the grave danger of fire from the 
damaged circuits of the aircraft. and from lightning, Squadron Leader Woolley, 
Senior Medical Officer, went immediately to the crash and succeeded in extri- 
cating two members of the crew who were trapped and badly injured. When 
all efforts to free the pilot had failed, Squadron Leader Woolley undertook, 
with the assistance of another officer, the amputation of the trapped pilot's leg. 
The opcration was carried out by the light of a hand lamp in a most inaccessible 
position close to the water in which the pilot, then under morphine, was lying 
with his head supported out of the water. Throughout the Operation, which 
took about 20 minutes, a single spark from the saw striking the surrounding 
metal would have started a petrol fire from which there would have been little 
thope of escape. The fumes were overpowering. Nevertheless, the foot was 
amputated close to the ankle. and the pilot freed and sent to hospital, where 
unfortunately he died the next morning. Squadron Leader Woolley displayed 
great bravery, determination, and skill. His devotion to duty was in keeping 
with the highest traditions of the R.A.F. ard set a high example to his 
subordinates. 


Universities and Colleges 








UNIVERSITY OF CAMBRIDGE 
The Sir William Dunn Professor of Biochemistry has given notice 
that the Benn W. Levy Research Studentship will become vacant on 
October 1. Applications for the Studentship should be addressed 
to Professor F. G. Young, D.Sc., F.R.S., at the School of Bio- 
chemistry, so as to reach him before June 10. a 

Professor J. M. Robson, M.D., D.Sc., F.R.S.Ed., has been 
appointed as an Examiner for the examination of pharmacology to 
be held in the Lent Term, 1950, in place of Professor A. C. Frazer, 
M.D., D.Sc., Ph.D., who will be unable to act. ; 

Dr. F. M. R. Walshe, O.B.E., F.R.C.P., F.R.S., will deliver the 
Linacre Lecture at the Anatomy School on Saturday, May 6, at 
5 p.m. The title of the lecture will be “ Humanism, History, and 
Natural Science in Medicine.” 

a 5 va medical degrees were conferred in Congregation on 
arc : 

M.D.—B. E. Miles, D. N. Lawson, A. G. Freeman. 


UNIVERSITY OF DUBLIN 
ScHOOL oF Puysic, Trinity COLLEGE 
The following candidates have been approved at the examinations 
indicated : 

FinaL MEeEpIcaL ExaMinaTion.—Midwifery (B.A.O.): "Helen P. 
Manning,.*A. T. F. ffrench-O’Carroll, *Doris B. Brownell, *P. A. H. 
Davis, 7Helen M. Hackman, *D. A. A. Lane, ?C. D. Levis, *J. A. N. 
Poynton, 7D. Romney, “Jane C. Gatliff, *K. K. O. Bentsi-Enchill, 
*Renée A, Fleury, 7M. J. H. Hamilton, A. M. Cantor, B. P. P. Judge, 
E. W. Lillie, T. M. Bamford, A. Rosenthal, R. A. L. Agnew, E. A. 
Martin, Anna I. Roberts, W. B. Seale, Margaret P. Wallace, F. J. 
McHugh, G. Caplin, T. H. Bewley, R. S. W. McLarnon, H. A. Devlin, 
J. O. Hunter, S. H. Buchalter, J. N. Cockrill, W. C. McCord, J. W. 
Lewis, Hilary G. Orr, Phyllis M. Lee, Pauline M. Poole, Anna J. ' 
Hendly, W. G. Hutchinson, J. N. Adair, Daphne A. F. Laughlin, 
Elizabeth A. Schofield, P. E. A. Blake Knox, A. C. Allen, Sylvia Lath, 
R. W. Mitchell, K. F. X. Bourke, P. J. Myles, M. J. Sweeney, V. P. 
O’Sullivan-Quinn, D. D. Macdonald, Elinor D. U. Powell. 

D.G.0.—A. A.-F. Atallah, D. C. G. Bracken, C. A. Cussen, 
P. B. Guastalla, S. A. Jafarey, J. H. Kiihn, H. Messawer, M. Miller, 
N. K. Mitra, Nina C. Muir, S. K. Nag, H. Neifeld, D. P. J. 
O’Shea, P. Pau, J. Walsh, F. E. Welch. 

‘First-class honours. *Second-class honours. 


UNIVERSITY OF LONDON 
The title of Fellow of University College, London, has been coa- 
ferred on Dr. Cyril Leslie Oakley, Head of the Department of 
Immunological and Experimental Pathology, Wellcome Research 
Laboratories, Beckenham, Kent, and on Professor Charles Singer, 
Professor Emeritus of the History of Medicine in the University. 

Professor B. W. Windeyer (or Professor D. W. Smithers) will act 
as delegate of the University at the Sixth International Congress of 
Radiology to be held in London from July 23 to 29. 

The Chancellor has approved the reappointment of Dr. Ivor J. 
Davies as his representative on the Court of Governors of University 
College of South Wales and Monmouthshire, Cardiff. 

The William Julius Mickle Fellowship for 1949-50 has been 
awarded to John Bernard Kinmonth, M.S., F.R.C.S., and the Mary 
Scharlieb Research Studentship awarded to George Philip Arden, 
—— for the session 1949-50 has been renewed for the session 
1950-1. 

The Sanderson-Wells Prize (Senior) of the value of £20 is offered 
in 1951 for the best essay on “ The Part Played by Fats in the 
Causation and Treatment of Disease.” Candidates must have passed 
the M.B., B.S. examination of the University of London not earlier 
than 1950. Essays must reach the Academic Registrar, from whom 
full particulars may be obtained, at Senate House, London, W.C.1, 
by May 31, 1951. The Sanderson-Wells Prize (Junior) of the value 
of £10 is offered in 1951 for the best essay on “ The Role of Copper 
and Cobalt in Nutrition.”: Candidates must have passed the second 
examination for medical degrees of the University of London not 
earlier than 1950. Essays, which must be written in English, should 
not exceed 10,000 words, and must reach the Academic Registrar by 
April 30, 1951. - 

The following candidates have been approved at the examination 
indicated : 

ACADEMIC PosTGRADUATE DIPLOMA IN MeEDIcCAL RADIOLOGY 
(D1acnosis).—Part I: E. Barnett, A. Berrett, de L. Cary, J. S. Coller, 
B. Green, S. Holesh, J. D. Irving, Joan Irving, K. E. Jefferson, S. A. 
Kimmel, W. P. Liston, G. A. S. Lloyd, J. M. Morgan, K. G. Paddle, 
Una Scorer, Emma L. Stein, G. F. Swann, D. E. Truscott, C. K. J. 
Vautier, M. W. P. Ward. 
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INFECTIOUS DISEASES AND VITAL STATISTICS 


We print below a summary of Infectious Diseases and Vital 
Statistics in the British Isles during the week ended March 18. 


Figures of Principal Notifiable Diseases for the week and those for the corre- 
ng week last year, for: (a) England and Wales (London included). (b) 
Condes a (administrative county). (c tland. (d) Eire. (e) Northern Ireland. 
Figures of Births and Deaths, and of Deaths recorded under each infectious disease, 
are for: (a) The 126 great towns in England and Wales (including London). 
(b) London (administrative county). (c) The 16 principal towns in Scotland. 
(d) The 13 principal towns in Eire. (e) The 10 principal towns in Northern Ireland. 
A dash — denotes no cases; a blank space denotes disease not notifiable or no 
action available. 





















































1950 1949 (Corresponding Week) 
Disease 
(a) | (b)| (©) | @)|)] (@) |&)|©}|@/ 
Meningococcal infection 37} 2) 16 4 2 35) 4 16 3 1 
Deaths oa a 1; — 1} — 
Diphtheria .. .. 62} 5/19} 1) 3} 101) 6 32 1) § 
ths we os 2 —i— ie | B1 cn | cee | ee | oe 
Dysentery 398} 19) 72 1 1 49 3; 20; — 1 
Deaths — —_ 
Encephalitis, acute .. Ge | as | om | a * on aw | oe | oe 
ths a xe — 1) 
Erysipelas oy ea 43, 9 5 33 8 6 
Deaths oh us mm 
Infective enteritis or 
iarrhoea under 2 
years oe 11 38) 
Deaths R 25 3 3;— 50 5 1 2 
Measles® a | 5,577| 54| 277| 147| 364] 17,305|1034 137| 182 
Deathst -- 1 1 pig Pe 








Ophthalmia neonatorum | 39) 2) 10 





164 
| nq 3s 3} 3 —|— 
2(B) 











































































































Paratyphoid fever - 3—|— —- 3; — _— 
Deaths ae bi — — — eae 
Pneumonia, influenzal . 1,078} 46) 16) 10) 14] 1,514) 78) 22) 13) 12 
Deaths (from influ- 
enza)t “a 167} 24, 6 S| 2 328) 39) 7 1 4 
Pneumonia, primary .. 227| 7 224 
Deaths ee ‘ 343) 72 12} 9 527) 83 13} 22 
Poliomyelitis, acute ..| 27; 5|—|. 3) 24 20) 2 1 1 
Deaths§ ~ as 4, — 1 —_— 
Puerperal fever . . onl _ 6 ~~} 16 
Deaths an ad 
Puerperal pyrexial| 100; 9 6 2 Ss: 35 24‘2 1 
Deaths ae 
Relapsing fever — |— on =e fas | cone 
Deaths Ka 
Scarlet fever ; .. | 1,837) 109] 171} 78] 115] 1,178} 69] 186] 102) 22 
Deathst “cs a —|—|— —|—|— 
Smallpox pm és ep ame  e fe f  F oe fe | | — | 
Deaths ae } — —|— 
Typhoid fever .. 2 + a — j—|—|} 2 1 
ths — —_—|- -- 1 1) —j|—j— 
eter ad ofm i= oad fed f= _ ~|~|= —_ 
Whesping cough? | 2,231 70) 402| 46) 52] 2,621) 189 7 63} 88 
Deaths a |—|— | — 15) — | aes 
Deaths (0-1 year) 267} 33 34 18} 9} 349) 38) 42) 34) 13 
Deaths eepeeang still- 
birt 5,937| 935) 675) 195} 142] 7,206|1116) 694) 241) 192 
a. et; rate (per 
1,000 persons living) 13-6 13-9) 14-9 
Live births - 7,921|1312) 808) 318) 253] 7,963|1311| 969) 452) 249 
Annual rate per 1 ,000 
persons living 4 16-2 19-4) 28-0 
Stillbirths i 191} 29) 25) 204; 19; 24) 
Rate per 1,000 total 
births (including 
stillborn) .. as 30) 24 


















EPIDEMIOLOGICAL NOTES 
Dysentery 


Notifications of dysentery in England and Wales rose to a peak 
in April, 1945, and remained unduly high for nearly a year. 
In the spring of 1946 there began a rapid fall, the lowest point 
being reached in June, 1947. Thereafter there was a moderate 
rise, until in 1948 the number of notifications was one-third of 
those in 1945. In 1949 the rate was slightly lower than in 1948, 
but there was a marked tendency to increase in the last quarter 
of the year. This increase gained momentum. The total notifi- 
cations in January and February up to March 11, 1950, were 
as follows: 


Annual mean of years 
1941-9 1950 
January 171 170 
February 195 333 
Up to Mareh’ il 208 321 


These figures suggest that a situation similar to that of 1945 
may well be developing. The dysentery now gaining prevalence 
in the country is almost exclusively of the Sonne type. 

So far this year the disease has been almost entirely confined 
to the northern half of England, the highest incidence being in 
the West Riding of Yorkshire with a heavy concentration in 
Sheffield. Leeds and Bradford are also involved. In recent 
weeks over 50% of the notified cases have been contributed by 
seven towns: Manchester, St. Helens, Lancaster, Newcastle. 
Nottingham, Leeds, Sheffield. 

The total of notifications in 1950 up to the week ending 
March 18 was 3.066. In -1945 the notifications in the first 
quarter of the year were 5,163. So far this year the epidemic 
is on a smaller scale, but since the disease appears to be 
geographically confined to the north a spread to the south might 
give a very considerable increase in incidence. 

Largely on account of the mildness of Sonne dysentery the 
incidence is probably much higher than notifications indicate. 
Many cases of Sonne dysentery are never seen by doctors. This 
may be why notifications, when they are made, relate to cases 
occurring in nurseries and other communities under continuous 
medical observation. In the absence of fully effective notifica- 
tion it is difficult to gauge the degree of infection in the civil 
population outside the nurseries and schools. There is no doubt, 
however, that once the disease is introduced the spread in 
nurseries is rapid and the attack rate high. 


Influenza 


A previous note, published in this column on March 18 
(p. 678), reported the incidence of influenza and pneumonia up 
to and including the week ending February 25. In the following 
tables the figures for the past four weeks to Saturday, March 18, 
have been added. Although there has been a steady increase in 
“influenza” deaths during the period the aggregate of °429 
deaths in the 126 great towns compares with 1,246 during the 
corresponding four weeks in 1949. Although the weekly figures 
may continue to rise slightly for a week or two it would be 
surprising if epidemic proportions are reached. 

In the Northern Regions a peak of 25 deaths occurred in the 
week ending February 11 ; since then deaths have fallen to zero. 
There appears to have been a move from north to south, and 
the main incidence at the time of this report was in the North- 
western and Midland Regions. Further small rises in London- 
and the south-west are to be expected. Throughout the year 
more than two-thirds of the deaths have involved persons over 
55 years of age. 


(a) Pneumonia Cases and Deaths in Great Towns and Influenza 
Deaths, Including Influenzal Pneumonia 





* Measles and whooping-cough are not notifiable in Scotland, and the returns 
are therefore an approximation only. 

+ Deaths from measles and scarlet fever for England and Wales, London 
(administrative county), will no longer be published. 

t Includes primary form for England and Wales, London (administrative 
county), and Northern Ireland. 

he number of deaths from poliomyelitis and polio-encephalitis for England 

and Wales, London (administrative county), are combined. 

|| Includes puerperal fever for England and Wales and Eire. 
| Primary pneumonia no longer notifiable in Eire. 











Week Ending: Feb. 25 March 4 March 11 March 18 
Pneumonia: 
Cases* 595 505 565 593 
Deaths 304 323 355 343 
Influenza: 
Deaths 7 78 76 108 167 














* Including influenzal pneumonia. 
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(b) Total From First Week of the Year in Great Towns 











1948 1949 1950 
Cuggeneemn: P 
ases is ws 123 7,797 6,328 
Deaths we - : 3,064 4,453 ; 3,547 
{nfluenza: 
Deaths sa ids 242 1,677 831 





(c) Notifications in England and Wales of Pneumonia—Primary and 
Influenzal 





Week Ending: | Feb. 25 | March 4 | March 11 | March 18 

















Pneumonia . . asi =< a 1,098 1,000 1,014 1,078 
Corresponding week previous year 1,607 1,500 1,514 1,524 
Poliomyelitis 


The recent trend of the notifications of poliomyelitis has been 
at the highest level recorded for the first weeks of a year. 
After the epidemic of 1947 the incidence of poliomyelitis failed 
to fall to the endemic level of preceding years, and the number 
of cases in the first weeks of 1948 exceeded the number 
recorded in previous summer maxima. Following the seasonal 
rise in 1948, which was two to three times the pre-1947 level, 
the figures tended to fall to the old endemic level, but an 
epidemic supervened. The course of the outbreak in 1949 
coincided for a few weeks with that of 1947, but the curve 
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of notifications did not rise so steeply and the maximum was 
five weeks later. As a consequence of this difference the 
notifications of poliomyelitis in the forty-first week of 1949 
exceeded the notifications for the same week of 1947. Since 
then the weekly notifications have been the largest recorded 
for this period of the year. 

The recent unusually high level of poliomyelitis may not 
have any significance, and the incidence during this year may 
follow a similar pattern to that of 1948, but it is reasonable 
to expect that it will be at a slightly higher level. The trends 
of the notifications since the beginning of 1947 are shown in 


the graph. 


Smallpox in Glasgow 


It is now known that the S.S. Chitral left Sydney on January 
21 and docked at Tilbury on March 5. The voyage was with- 
out incident in regard to infectious disease. The 718 passengers 
were disembarked, together with a spare crew of 133. Her own 
crew, numbering 336, remained with her. 

The spare crew divided and dispersed. On March 5, 52 Indian 
lascars went to a seamen’s hostel in Glasgow by train; 61 
travelled by charabanc to South Shields, where they immediately 
joined another ship. On March 7, 20 Goanese went to Glasgow 
by coach and train, wheré they immediately. joined another ship. 
On this same day one of the men in the seamen’s hostel at 
Glasgow fell ill. Some hours after admission to Knightswood 
Infectious Diseases Hospital, on March 10, he developed a 
macular rash which later became vesicular and was diagnosed 
as varicella. He was discharged on March 23 to the Seamen’s 
Hostel, but has since been admitted to the Smallpox Hospital. 

On March 23 a nurse who had attended the lascar developed 
tonsillitis, and by March 27 she was diagnosed as a case of 
confluent smallpox. Two other nurses and two patients who 
were ward contacts with the seamen had been removed to the 
Smallpox Hospital by March 28. The diagnosis has been 
confirmed in three of these cases. 

In addition, up to March 29 six other persons had been 
admitted to hospital for observation because they had been 
close contacts or for other reasons. Smallpox is suspected in 
some of these patients. Two of the confirmed cases infected in 
the hospital had travelled during the period of infectivity ; 
contacts are under surveillance outside Glasgow, particularly at 
Rosyth and Kirkcaldy. The crew of the Chitral and the relief 
crews have been inspected and are free from signs of infection. 

The passengers had dispersed twenty-two days before the 
possibility of infection on the ship was known, by which time 
the usual practice of sending warning notices from the port 
to the medical officers of health for the districts to which 
passengers had departed would have served no useful purpose. 
On March 27 steps were taken to warn these passengers by 
broadcast and: press notices. Three days later there was no 
report of suspicious’ illness, among them. 


Rabies in Austria 


According to a report from the Vienna correspondent of the 
Manchester Guardian, foxes infected by rabies have made the 
roads and lanes of North-eastern Lower Austria unsafe. It 
seems likely that stray dogs infected the foxes and other wild 
animals in this frontier area. School-children have been chased 
to their homes, and motor-cyclists have been bothered by rabid 
foxes. The foxes in their turn have infected a number of dogs. 
Farmers and foresters are now organizing shoots and using 
snares and poisoned bait in an attempt to destroy the rabid 
animals. 

Scarlet Fever 

A very severe case of scarlet fever with an unusual mode of 
onset was described in the correspondence columns of the 
Journal of January 21 (p. 187) by a North London general 
practitioner. Dr. J. M. Pallot asked then, “ Are more cases 
of severe scarlet fever being seen now than during the past fe 
years?” The answer would seem to be “ Yes.” : 

The medical superintendent of an infectious diseases hospital 
in Essex has made the following report. “ My impression is 
that we are now seeing more sharp attacks of scarlet fever, 
more patients are admitted with complications, and more com- 
plications occur within a day or two of admission, which rules 
out those complications arising out of cross-infection with 
another strain. Most of the complications. are otitis media 
and adenitis. One child was admitted recently almost mori- 
bund, and her life was saved only by penicillin. There were 
no other signs.or symptoms to account for the condition, and 
the cerebrospinal fluid was quite normal. Another feature of 
the recent epidemic is the increased number of adults, that is 
over the age of 21 years, admitted with scarlet fever.” 

During the past two months notifications of scarlet fever have 
approached or exceeded 2,000 each week as compared with 
1,200 to 1,400 a year ago, and a median figure of about 1,200 
during the same season in the years 1941 to 1949. There also 
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appears to be a much greater prevalence of streptococcal sore 
throat with its otic and other suppurative lesions than has been 
seen for some years past. In fact in some districts what is 
colloquially called “flu” appears to be due to a primary 
Streptococcus pyogenes infection. 

Eighty years ago scarlet fever killed more children under 15 
than did respiratory tuberculosis at all ages. The death rate 
in the decade 1861 to 1870 was 2,617. Since 1943 it has fallen 
to less than 10 per 1,000,000 living. The fall in incidence and 
mortality was an epidemiological phenomenon and'not due to 
chemotherapy. Should highly virulent types of Streptococcus 
pyogehes again emerge, vigorous control measures applied in 
the localities where they first appear are strongly indicated. It 
is suggested that practitioners should call the attention of 
medical officers of health to a suspected change in virulence 
when they notify severe cases of scarlet fever. 


Cerebrospinal Meningitis in Egypt 

According to information received by W.H.O. at Geneva 
recently, 79 cases of cerebrospinal meningitis with 7 deaths 
were notified in Cairo between February 26 and March 4. 
The figures for the preceding week were 66 cases and 15 deaths. 
During the seven-years period 1942-8 the median numbers 
of cases of cerebrospinal meningitis notified in Egypt for the 
second and third four-weeks period were, respectively, 14 in 
1948 and 13 in 1946. The maxima were, respectively, 38 in 1948 
and 33 in 1942. For the second and third four-weeks period in 
1949 notifications amounted to 7 and 20, respectively. 


‘ Discussion of Table 


In England and Wales there were increases in the notifications 
of whooping-cough 314, measles 101, acute pneumonia 64, and 
dysentery 36, while the only decrease was in the incidence of 
scarlet fever 256. The number of deaths from influenza in the 
= towns was 167, which was 59 more than in the preceding 
wee 

The largest decreases in the notifications of scarlet fever were 
Lancashire 50 and London and the south-east counties 100. 
There was no change of any size in the local returns of 
diphtheria ; the largest centres of infection were Birmingham 
C.B. 8 and Liverpool C.B. 7. 

The increased incidence of measles was due to a few local 
outbreaks, and the largest rises in the notifications were Middle- 
sex 138, attributed to outbreaks in Wembley and Willesden ; 
Warwick 123, mainly contributed by Birmingham C.B. and 
Coventry C.B.; and Soke of Peterborough 108, due to the 
experience of Peterborough M.B. The largest decreases in the 
incidence of measles were Durham 99 and Lancashire 91. 

The largest rises in the notifications of whooping-cough were 
Yorkshire West Riding 57 and Yorkshire North Riding 56. A 
small rise in the incidence of acute pneumonia was reported in 
most areas of the country. 

The notifications of dysentery, except for those of three weeks 
ago, were the largest in recent years. The main centres of infec- 
tion were Yorkshire West Riding 159 (Sheffield C.B. 79, Leeds 
C.B. 32, Bradford C.B. 11, Pudsey M.B. 10. Wombwell U.D. 10) ; 
Durham 78 (Blaydon U.D. 44, Stanley U.D. 20) ; Lancashire 31 
(Manchester C.B. 14, Oldham C.B. 10) ; Yorkshire North Riding 
25 (Middlesbrough C.B. 25); Northumberland 22 (Newcastle- 
upon-Tyne C.B. 14) ; London 19 ; Warwickshire 17 (Birmingham 
C.B. 17); and Gloucestershire 10 (Bristol C.B. 9). 

In Scotland there were increases in the incidence of measles 
82 and whooping-cough 41, with decreases in the notifications 
of acute primary pneumonia 65 and dysentery’ 18. The largest 
returns for dysentery were Glasgow 29, Dundee 14, and Edin- 
burgh 9. A decline in the incidence of pneumonia occurred in 
most areas of the country. 

In Eire an increase of 79 in the notifications of measles and 
a decrease of 27 for whooping-cough were the chief features of 
the returns. The rise in the incidence of measles was due to 
outbreaks in Donegal, Inishowen R.D.. 56. and Carlow R.D. 22. 

In Northern Ireland, in contrast to Eire, the notifications of 
measles fell by 75; this decline was general throughout the 
country. The incidence of scarlet fever increased slightly in 
Londonderry and Tyrone, but declined in the remainder of the 
country. 


Quarterly Return for England and Wales 

The birth rate during the fourth quarter of 1949 was 15.4 per 
1,000, being 1.2 below the rate for the December quarter of 
1948 and 1.7 below the average rate for the five preceding 
fourth quarters. The infant mortality was 32 per 1,000 live 
births and was the lowest ever recorded for a fourth quarter. 
The general death rate was 11.6 per 1,000. Deaths from acute 
poliomyelitis and polio-encephalitis numbered 319, compared 
with 83, 27, 28, and 250 in the four preceding fourth quarters. 
The provisional birth rate for the whole of 1949 was 16.7 per 
1,000, a decrease of 1.2 on the 1948 value. Infant mortality 
was 32 per 1.000 related live births and was the lowest ever 
recorded, being 2 below that of 1948, the previous lowest 
rate. The total death rate was 11.7 per 1,000 and was 0.9 above 
that of 1948. 


_ Medical News 














The Heberden Society ; 

‘ A meeting of the Heberden Society was held at the 
Rheumatism Research Centre at the Royal Infirmary, Man- 
chester, on March 10, Dr. J. H. Kellgren being the host, with 
Dr. W. S. C. Copeman, the president, in the chair. The 
demonstrations included methods of measuring joint flow 
through the knee, the power of grip, and joint tenderness, 
which could be used in assessing changes, particularly in 
rheumatoid arthritis, as a result of therapeutic measures. 
A paper was read by Dr. Janus on “The Assay of Rapidly 
Acting Remedies in Rheumatoid Arthritis,” ghowing that by 
means of these methods, with others, it might be possible to 
recognize the potency of, for example, A.C.T.H., even when 
given in such small doses that no obvious clinical effect is 
apparent. Dr. J. Ball and Dr. J. H. Kellgren gave an illus- 
trated demonstration of tendon lesions in rheumatoid arthritis ; 
and Dr. Kellgren, with Dr. E. P. Samuels, also gave a similar 
demonstration of the sensitivity and innervation of articular 
capsule. Professor S. L. Baker described an unusual disease 
of bone collagen, and Dr. J. S. Lawrence read a paper on 
“ Preliminary Findings of the Walkden Survey,” which is being 
carried out in association with the department. Dr. Kellgren 
also showed a film illustrating the effects of A.C.T.H. on a case 
of rheumatoid arthritis. Next day there were visits to the 
Walkden Miners’ Clinic and the Devonshire Royal Hospital, 


Buxton. 


Extension of the Alkali Act 

Some extensions to the manufacturing processes controlled 
under the Alkali, etc., Works Regulation Act, 1906, are con- 
tained in an Order (S.I. No. 364, 1950) made by the Ministry 
of Health which came into force on March 25. The effect of 
the Order is to add volatile organic sulphur compounds and 
fluorine to the list of noxious or offensive gases the discharge 
of which into the atmosphere is controlled; to add fluorine 
works and acid-sludge works to the list of scheduled works 
liable for registration under the Act ; and to extend the range of 
processes carried out in sulphuric acid works, bisulphite works, 
and cement production works the carrying out of which renders 
the works liable for registration under the Act. The original 
Draft Order, which was published in October last year, also 
proposed to regulate fumes containing carbonaceous particles 
from black production works, and to impose registration on 
carbon black works. But as a result of representations made 
at a public inquiry into the subject matter of the Draft Order 
the Minister has decided not to include carbon black in the 


present Order. 


Visiting Yugoslavia 

Mr. Rainsford Mowlem, surgeon in charge of the plastic 
unit at the Middlesex Hospital, and Dr. H. W. Davies, senior 
lecturer in anaesthesia at the Postgraduate Medical School of 
London, have. gone to Yugoslavia under the auspices of the 
British Council to lecture and demonstrate on the techniques 
of plastic surgery and anaesthesia. 
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Travelling Awards in Ophthalmology and Otology 

The Medical Research Council invites applications for 
travelling awards for the academic year 1950-1 to be pro- 
vided from the Alexander Pigott Wernher Memorial Trust. 
The ‘funds are applied “towards the prevention and cure of 
blindness and deafness in the United Kingdom and British 
Empire, and in particular research in connexion therewith by 
financing medical men and students within the Empire to study 
methods and practices in all countries of the world.” These 
awards are intended for suitably qualified medical graduates 
who have had some training in research work in ophthalmo- 
logy or otology. In general, fellowships will be made for 
periods of up to a year for specific research purposes, but 
grants may also be given for short-term visits abroad to study 
particular methods of investigation and treatment in these fields. 
Fellowships will as a rule provide for appropriate subsistence 
allowance and travelling expenses, whereas grants for short- 
term visits (up to three months) will ordinarily cover travelling 
expenses only. Forms of application may be obtained from 
the Secretary of the Medical Research Council, 38, Old Queen 
Street, London, S.W.1, with whom applications must be lodged 
before June 1. 


National Formulary 

Early in 1949 a National Formulary was published jointly by 
the B.M.A. and the Pharmaceutical Society, and approved by 
the Ministry of Health for use in connexion with the N.H.S. 
Copies of the Formulary were provided to all general practi- 
tioners entering the Service and to pharmacists and hospitals. 
It is proposed soon to review the Formulary in the light of the 
experience of the past twelve months with a view to preparing a 
revised edition for publication, probably towards the latter 
half of 1951. The committee doing this work is anxious to 
receive criticisms or suggestions on the contents of the Formu- 
lary, and medical practitioners are invited to send any com- 
ments they may wish to make to the Secretary of the 
Association, B.M.A. House, Tavistock Square, London, W.C.1. 


Film on Rheumatoid Arthritis 

The clinical results in seven cases of rheumatoid arthritis 
treated with deoxycortone acetate and ascorbic acid injections 
are strikingly illustrated in the film Rheumatoid Arthritis, pro- 
duced by Dr. Brian Stanford in association with Mr. David 
Le Vay and Dr. Geoffrey Loxton. The film is in technicolour, 
and the “ split screen” technique has been used with advantage 
to show the increase in range, speed, and ease of movement 
in patients before and shortly after receiving treatment. The 
patients were selected at random and none of them had received 
this type of therapy before. The film, which is intended for 
postgraduate instruction under the direction of rheumatologists, 
is presented as an objective record of clinical response to a new 
treatment, and is not put forward as a guide to standard therapy. 
As the synopsis of the film states, “a final assessment of the 
true value of the treatment can be obtained only after a very 
large number of patients have received it over a long period.” 


Exhibition of Medical Art 

Members of the Medical Artists’ Association of Great Britain 
exhibited their work at the Royal Society of Medicine on 
March 27-April 1. Most of the exhibits were of high quality, 
many of them showing the advantage that the artist has over the 
photographer in being able to select significant detail for 
illustration. Competition from the photographers is strong, 
and the artists score particularly in being able to depict regions 
of the body inaccessible to the camera, or brought into view 
only with difficulty. There were instructive pictures of the 
interior of the stomach seen by gastroscope, of the larynx, and 
of the retina. Successive stages in various operations were 
clearly depicted and would be educative for students.. Writers 
of textbooks would undoubtedly gain much help from medical 
artists. The honorary president of the association is Sir James 
Learmonth, Professor of Surgery in the University of Edinburgh, 
and the chairman is Mr. D. H. Tompsett, Ph.D., of the Royal 
College of Surgeons, who can give further information about 
the association and its work. 


Dangers of Streptomycin . 

The Director-General of the World Health Organization, 
Dr. Brock Chisholm, has issued a warning, according to a 
Reuter report, against the unrestricted’ distribution and indis- 
criminate use of streptomycin in treating tuberculosis. 


‘ Though the new form—presumably dihydrostreptomycin—is 


less toxic than the old, it must still be considered dangerous. 
While streptomycin is successful against tuberculosis, there 
are indications that the tuberculosis bacilli speedily become 
resistant to the drug. The public is said to have focused 
attention on the drug to a degree out of all proportion to its 
value in the overall campaign against tuberculosis. It may be 
recalled that a leading article in this Journal (November 12, 
1949, p. 1098) warning against the limitations of streptomycin 
was followed by some uninformed comment in the popular 


press. 


Lewis Linn McArthur Lecture 

Professor Charles C. Macklin, Research Professor of Histo- 
logy in the Faculty of Medicine, University of Western Ontario, 
Canada, gave the twenty-sixth Lewis Linn McArthur Lecture of 
the Frank Billings Foundation of the Chicago Institute of 
Medicine, at Chicago, on February 24, his subject being “ The 
Alveoli of the Mammalian Lung: an Anatomical Study with 
Clinical Correlations.” 


Retirement 

Members of the staff and colleagues of Mr. G. T. Mullally 
met recently at the Hospital of St. John and St. Elizabeth, 
London, N.W.8, to bid him farewell on his retirement after 
nearly thirty years on the honorary staff, and to present him 
with an illuminated address, a barometer, and a cheque. 
Tribute was paid both to Mr. Muflfally’s great skill as a 
surgeon and to his unfailing kindness and friendship. 


Tavistock Clinic 

There will be no course for general practitioners at the 
Tavistock Clinic in the coming summer term. The staff hopes 
to hold such a-course again in the 1950-1 session. 


West African Conference 

The Third International West African Conference was held 
in December, 1949, at Ibadan, Nigeria, at the new University 
College. The following subjects of medical interest were among 
the many discussed at the conference : malaria and yellow-fever 
insect vectors in British West Africa, by Dr. L. J. Bruce-Chwatt ; 
physiological classification of climates, by Dr. W. S. S. Ladell : 
human biological problems of French West Africa, by Dr. L. 
Pales; ethnological and medical aspects of breast feeding 
among the Yorubas, by Dr. D. S. Matthews ; trypanosomiasis, 
by Dr. A. J. Duggan and Dr. F. L. Vanderplank ; water supply 
and “antrycide” in Nigeria, by Dr. J. W. de Preez. The 
Fourth International Conference has been arranged to take 
place in 1951 at Santa Isabel, Fernando Po. 


Family Planning Handbook 

The Family Planning Association has issued a “ Medical 
Handbook” giving the addresses of F.P.A. clinics, and volun- 
tary and municipal clinics that give advice on family planning. 
Lists of approved contraceptives are also included. The book 
can be obtained from the F.P.A. at 64, Sloane Street, London, 


S.W.1, for 2s. post free. 


Visits to North America 

It is hoped that any medical men and women who intend to 
visit North America will inform the Secretary of the B.M.A. 
so that information of such visits may be forwarded to the 
Canadian Medical Association, which is anxious to be of help 
to doctors from-the United Kingdom visiting North America. 


Wills 

Dr. Hugh Leslie-Roberts, formerly consulting dermatologist 
to the Liverpool Royal Infirmary, left £45,231. Dr. John 
Henderson, who was for many years professor of medicine in 
St. Mungo’s College, Glasgow, left £7,642. Dr. Arthur Maude, 
of Forest Row, Sussex, left £8,960, and Dr. Elizabeth Grace 
Braid, of Milngavie, Dunbartonshire, £2,954. 
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COMING EVENTS 


British Medical Students Association 
The following lecture has been arranged. London Region.— 
April 14: Visit to Messrs. May and Baker, Dagenham. 


Postgraduate Lectures 

The Royal College of Obstetricians and Gynaecologists has 
arranged a postgraduate course of advanced lectures for 
those studying the special practice of obstetrics and gynaeco- 
logy, to be given at the College House, 58, Queen Anne Street, 
London, W. The course has been arranged as follows: first 
session, Friday, April 14, three lectures at 12 noon, 3 p.m., and 
5 p.m.; Saturday, April 15, two lectures at 9.45 a.m. and 
11.30 a.m. ; second session, Friday, April 28, three lectures at 
12 noon, 3 p.m., and 5 p.m. ; Saturday, April 29, two lectures 
at 9.45 a.m. and 11.30 a.m. The fee for both sessions is 
£3 3s., one session £2 2s., and single lectures 10s. 6d. Admis- 
sion is by ticket only, obtainable from the secretary. 


Registrars’ Meeting 

There will be a meeting of registrars in the Western Area, 
South-west Metropolitan Group, on April 15 at 2.45 p.m. at the 
Royal South Hants and Southampton Hospital, Southampton. 


Honyman Gillespie Lectures 

A series of Honyman Gillespie Lectures has been arranged in 
association with the Edinburgh postgraduate courses to take 
place during the summer term in the anatomy theatre, Uni- 
versity New Buildings, Teviot Place, Edinburgh, on Thursdays 
at 5 p.m., from April 20 to June 15, both dates inclusive. The 
lectures are open to all graduates and senior students. Details 
will be published under “ Societies and Lectures ” in the Journal 
week by week. 


Institute of Child Health 

A course of lectures for postgraduates on “ Special Aspects of 
the Physiology of Early Life” will be given by visiting lecturers 
at the Hospital for Sick Children, Great Ormond Street, Lon- 
don, W.C., on Tuesdays at 5 p.m., from May 2 to July 4, both 
dates inclusive. The fee for the course of ten lectures is £3 3s. 
Applications for tickets of admission (limited in number), 
accompanied by a remittance, should be sent to the Secretary 
of the Institute of Child Health at the hospital. 


French Congress of Gynaecology 

The 14th French Congress of Gynaecology will be held 
on May 30-June 2 at La Baule under the presidency of Pro- 
fessor André Chalier. The subject to be discussed is “ Cancer 
of the Body of the Uterus.” Further information may be 
obtained from Dr. Maurice Fabre, secretary-general, 1, rue 
Jules-Lefebvre, Paris, 9¢. 


SOCIETIES AND LECTURES 


Tuesday 


InsTITUuTE OF UroLtocy.—{1) At St. Peter’s Hospital, Henrietta Street 
Covent Garden, London, W.C., April 11, 3.30 p.m., Ward Round 
gy Ue. “wrt pref 2 At 3, tobe a. ae fe 

on, W.C., Apri .m., “ Injuries ise icl 
and Epididymis,” by Mr. i. Rees. ™ sit aducaar aed 
Wednesday 

CamBripce Universiry.—At Addenbrooke’s Hospital, Cambridge, 
April 12, 2.30 p.m., “ The Central Health Services Council,” * 
Dr. C. W. Walker. 


INSTITUTE OF PSYCHIATRY 
Hospital, Denmark Hill, 


(Untversity oF Lonpon), Maudsley 

j London, S.E.—April 12, 4.30 p.m., 
lecture-demonstration for postgraduates by Dr. E. Stengel. 

INSTITUTB OF Urotocy.—At St. Paul’s Hospital, Endell Street, 
London, W.C., April 12, 5 p.m., “ New Growths of the Bladder,” 
by Mr. J. G. Sandrey. 

Roya. Eye Hospirat (Kino’s Co.tece Hospirat Group), 
St. George’s Circus, London, S.E.—April 12, 5 p.m., “Some 
Recent Advances,” by Mr. B. W. Rycroft. 

Roya INSTITUTE OF BLIC HEALTH AND Hyoiene, 28, Portland 


ce, London, W.—April 12, 3.30 p.m., “A S. h 
Problem,” by Mr. H. Bagenal. , ee ee 
Society or CHemicat Inpustry: Foop Group.—At Chemical 


Society, Burlington House, London, W., April 12, 6 p.m., nine- 
teenth annual general meeting; 6.30 p.m., “ ounds, Dollars, and 
Calories,” by Professor S. Zuckermann, F.RS. 


Thursday F 

Facutty oF Homosopatuy.—At Royal London Homoeopathic 
Hospital, Great Ormond Street, London, W.C., April 13, 5 p.m 
“ Calcium Compounds,” by Dr. Duncan C. Russell. 

InstTITUTE OF UroLocy.—At St. Paul’s Hospital, Endell Street. 
Lenten: ye April 13, 5 p.m., “ Tumours of the Testicle,” b» 
Mr. H. G. Hanley. : 

NortH-East LONDON CumicaL Socrety.—At Prince of Wales’s 
General Hospital, London, N., April 13, 8.15 p.m., “ Nutrition ana 

nn 


Liver Disease,” by Dr. L. E. , 
RoyaL Eve Hospitat (Kinc’s. CoLtece Hospitat Group). 


St. George’s Circus, London, S.E.—April 13, 5 p.m., “ Affections 
of the Fundus,.” by Professor Arnold Sorsby. 

Torquay aND District Mepicat Society.—At Newton Abbot 
Hospital, April 13, 8.30 p.m., clinical meeting. 


Friday 
BiocHEMICAL Society.—At Department of Biochemistry and 
Pharmacology, University College, Dublin, April 14, 3.15 p.m.. 


285th meeting. Papers will be read. 
INSTITUTE OF Gietmeasnenaay (UNIVERSITY OF LonDoN), Judd Street 


London, W.C.—April 14, 5.30 p.m., “ Some Thoughts and Experi- 
ences of Intracapsular Cataract Extraction,” by Mr. O. M. Duthie 
INSTITUTION OF UroLocy.—At St. Paul’s Hospital, Endell Street. 
London, W.C., April 14, 5 p.m., “ Male by Mr 


A. R. C. Higham. 
Roya. Eve (Kino’s_ Correce Hospirat Group). 


OSPITA 
St. George’s Circus, Lenten. S.E.—April 14, 5.30 p.m., “ Some 
Recent Aspects of Treatment in Ocular Affections,” by 
Dr. Frederick H. Theodore (New York). . , 
West Kent Mepico-CuiruraicaL Society.—At Miller Hospital, 
Greenwich High Road, London, S.E., April 14, 8.30 p.m., The 
History of the Miller Hospital,” Presidential Address by Dr. W 


Smith. : 
Wuirees Cross Hospitat MEDICAL Society.—At Whipps Cross 


Hospital, London, E., April 14, 8.30 p.m., “ Heredity in Disease.” 
by Professor Arnold Sorsby. 


Saturday 


York’ Mepicat Society.—At 17, Ston 
8.30 p.m., annual general meeting. 


Address. 
APPOINTMENTS 


McCuatcuey, SAMUEL Jones, M.B., B.Ch., D P H., Medical Officer of Health 
Royal Borough of Windsor, and Assistant Medical Officer of Health for Berkshire. 
Ore, SHena M., M.B., Ch.B., D.P.H., Assistant Medical Officer of Health. 


City of Perth. : 
Rartrery, J. D., D.Phil.Oxon., F.R.C.S., Assistant Visiting Orthopaedic 
. Addington i South Africa. 


nfertility,” 


te, York, April 15. 
ident’s Valedictorv 


Hospital, Durban, 
Smpson, JoHN, M.D., pack, Physician to West Cumberland area, New- 


castle Regional Hospital 
Gwuym H., M.B., Ch.B., D.M.R.(D.), Consultant Radiologist. 


Walsali Group of Hospitals. 








BIRTHS, MARRIAGES, AND DEATHS 


BIRTHS 
Bector.—On March 14, 1950, at the Hammersmith Hospital, London, W., to 
Nirmal, wife of Dr. N. P. Bector. a daughter 
Brand.—On March 24, 1950, to Yvonne (née Martin), wife of Dr. Terence A 
Brand, a daughter 
Evaas.—On March 25, 1950, at Charing Cross Hospitai, to Hannah (née More) 
wife of Dr. G. M. Hylton Evans, a daughter. 


MARRIAGES 
Moyes—Beattie.—On March 21, 1950, at St. Machar’s Church, Aboyne. 
Aberdeenshire, Andrew H. Moyes, M.B. Ch.B., Surgeon Lieutenant. 
R.N.V R., of Coalton of Balgonic, Fife, to Jeannie T. Beattie, S.R.N., of 


Aboyne. 

4 .—On April 1, 1950, at St. Mark’s Church, Burton-on- 
Trent, Charles Morrison Sutherland, M.B., Ch.B., only son of Dr. and Mrs. 
Cc. L. Sutherland, Mount Street, London, and Mary Carlile, M.R.C.S., 
L.R.C.P., only child of the late Mr. P. F. Carlile and of Mrs. Carlile, of 
The Cottage, Newton Road, Burton-on-Trent. 


DEATHS 


Bagshawe.—On March 24, 1950, at a Cardiff nursing-home, Sir Arthur William 
Garrard Bazshawe, C.M.G., M.B., B.Ch., D.P.H., formerly of Farnham. 

Davies.—On March 25, 1950, at Winchester, Henrietta Frances Davies, M.B.. 
B.S., aged 70. 

Felix.—On March 22, 1950. at St. Mary Abbots Hospital, London, W.. 
Theodore James Felix, M.R.C.S., L.R.C.P., of 98, Oakwood Court, London. 
W., aged 25 

Harvey.—On March 23, 1950. Charles Robert Harvey, M.B., B.Ch., formerly 
of Bristol and late of Seaford, Sussex. 

—On March 28, 1950, Catherine Beatrice James (née MacKinlay), M.B.. 
B.S., aged 41, wife of Dr. N. M. James, both of King’s College Hospital. 
London, S.E. 


Littledale.—On March 27, 1950. at Wakeley House, Charing, Kent, Herbert 
Edward Littlerale, M.D., D.P.H., aged 77. 

Martin.—On March 27, 1950, at Royal Infirmary, Edinburgh, George Ewart 
Martin, M.B., F.R.C.S.Ed., of 12, Manor Place, Edinburgh. 

Pidcock.—On March 23, 1950, following an operation, Bertram Henzel! 
Pidenck, M.B. F.R.C.S., of The Friary, Winchester. 

Witcock.—On March 23, 1950, at Old Orchard, Linford, Ringwood, Hants. 
Arthur George Ernest Wilcock, M.R.C.S., L.R.C.P. 
¥ams.—On March 25, 1950, at Aberystwyth Hospital, Moses Thoma. 

Williams, M.B, F.R.C.S., .* 15, South Marine Terrace, Aberystwyth. 
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Any Questions ? 








Correspondents should give their names and addresses (not for 
publication) and include all relevant details in their questions, 
which should be typed. We publish here a selection of those 
questions and answers which seem to be of general interest. 


Treatment of Petit Mal 


Q.—Have there been any recent advances in the treatment of 
petit mal? The case I have in mind is a professional woman, 
aged 28, who has been having these fits from childhood. The 
fits were frequent at first but with the passage of the years 
have been occurring at longer intervals. The last fit was 
recently and after an interval of one year. The intensity of 
the fits has always been mild. There is a complete loss of 
consciousness, lasting from one to two minutes, with fine 
tremors of the upper limbs and a general straightening out 
of the whole body. No convulsions, biting of the tongue, etc. ; 
no relation to menstruation; no family history. She has been 
on phenobarbitone for years in ever-decreasing amounts. 


A.—Petit mal was originally defined upon the basis of clinical 
ubservations as a brief epileptic attack characterized chiefly by 
ioss of consciousness. The introduction of electroencephalo- 
graphy demonstrated that the cerebral dysrhythmia which 
underlies such attacks is usually of the wave-and-spike type. 
{t is, however, possible for brief attacks of loss of conscious- 
ness to occur as a result of other kinds of dysrhythmia. Before 
treatment is decided upon, therefore, it is desirable that an 
electroencephalogram should be made to ascertain the nature 
vf the dysrhythmia. If the wave-and-spike dysrhythmia is 
present, and other forms of treatment have been tried without 
success, tridione may be prescribed. This drug is given in doses 
vf 0.3 g. three times a day, and if necessary the dose may be 
increased up to a maximum of 2.1 g. daily. Tridione is often 
remarkably effective in the treatment of petit mal, but it 
possesses the drawback of causing a troublesome sensation 
of glare in a bright light. Also, since it sometimes has a toxic 
effect on the blood, and may cause in particular agranulocytosis, 
it is necessary for the patient to have a complete red- and white- 
cell blood count a fortnight after beginning treatment and there- 
after once a month for as long as treatment is continued. In the 
case cited, however, it would seem unnecessary to use a potenti- 
ally toxic drug when the attacks occur at such long intervals. 
[f necessary the dose of phenobarbitone might be somewhat 
increased or a small dose of bromide might be added to it. 
The increased use of the barbiturates and other modern drugs 
in the treatment of epilepsy has led to an undue neglect of the 
bromides, which still have their value, particularly, perhaps, in 
the treatment of petit mal. 


Factors Affecting Rapid Delivery 


Q.—Is anything known about the causes of precipitate 
labour and rapid delivery in a primipara? In the case I have 
in mind a 3l-year-old primipara delivered a 54 Ib. (2.5 kg.) 
live baby after a labour lasting four hours from the first pains 
to the end of the third stage. She had been given calcium 
lactate and vitamin B for the last 14 weeks of her pregnancy. 
Is this likely to have had any effect on the duration of labour ? 


A.—The duration of labour normally varies within wide 
limits, and four hours, even in a primigravida, is not so re- 
markable as to justify the term precipitate labour. However, 
the definition is arbitrary. Rapid delivery may be favoured 
by obvious factors, such as a small child (as in this case) 
lying in a favourable position, and a large, well-shaped maternal 
pelvis, but it is essentially the result of unusually strong and 
co-ordinated uterine muscular action. The efficiency of a 
uterus depends in turn on several factors, many of which are 
unknown. To some extent it represents an intrinsic property, 
so rapid and smooth delivery tends to recur in each pregnancy 
in the same woman. Nevertheless, for labour to be precipitate, 
powerful expulsive: effort on the part of the upper segment 


must be accompanied by a readiness on the part of the lower 
uterine segment, cervix, vagina, and introitus to stretch and 
dilate easily, and this perhaps is the most important factor. 
The woman’s ability to relax mentally and physically may play 
a part here, but often there appears to be an inherent weak- 
ness or atony of the pelvic musculature and fascia. So when 
prolapse follows precipitate labour, as it not infrequently does, 
the cause is not the character of the delivery but the underly- 
ing weakness of the paracervical and paravaginal tissues which 
determined the rapidity of the birth. 

It has often been stated that the regular administration of 
calcium in late pregnancy improves uterine function in labour. 
and there is some suggestion that vitamin B, can influence 
it, too. However, in the absence of proved deficiency states 
there is little evidence to show that they have a significant 
effect and it is most unlikely that they could cause precipitate 
labour. Finally it should be pointed out that some cases of 
rapid delivery are apparent rather than real—that is, labour 
begins in a painless fashion and may have been in progress for 
some hours without the patient or the attendants being aware 
of it. 

Pericapsulitis or Perarthritis of the Shoulder 


Q.—What are the aetiology, pathology, prognosis, and treat- 
ment of pericapsulitis of the shoulder? This condition in one 
of my patients has deteriorated for four months, in spite of 
treatment by physiotherapy, manipulation, and plaster fixation. 
Radiography shows no body lesion, and the E.S.R. is normal. 


A.—Pericapsulitis of the shoulder is characterized by marked 
limitation of movement of the joint, associated in the early 
stages with pain but usually unaccompanied by significant radio- 
logical changes. The condition is perhaps better known as 
perarthritis or “frozen shoulder.” The cause is unknown. 
The symptoms may develop ‘spontaneously without previous 
injury. The pathology is also uncertain. By some observers 
it has been regarded as a degenerative lesion of the tendinous 
cuff, particularly of the supraspinatus ; others have considered 
it to be an inflammatory lesion of the capsule itself. Resolu- 
tion is often very slow, but the ultimate prognosis is usually 
good. Pain almost always subsides, but there may be some 
permanent limitation of shoulder movement, particularly in 
older patients. 

Treatment varies according to the stage of the disease. When 
pain is a prominent feature and attempted movements of the 
shoulder are resisted by muscle spasm, treatment should be by 
rest in a sling. Local heat applied by means of short-wave 
diathermy may help to produce symptomatic relief. As the 
pain begins to subside, active shoulder exercises are ‘begun. 
Exercises should be supervised by a skilled physiotherapist 
and should be intensive and frequent. In the late stages, when 
painless limitation of movement is the main feature, physio- 
therapy may be supplemented by manipulation of the shoulder 
under anaesthesia, repeated if necessary. Treatment on these 
lines may have to be continued for a prolonged period. 

It is important to distinguish pericapsulitis from localized 
supraspinatus tendonitis, which has certain similar features. In 
pericapsulitis all movements of the joint are limited ; in supra- 
spinatus tendonitis abduction is mainly affected and the move- 
ment is restricted primarily by pain (due to nipping of the 
sensitive lesion between. the tuberosity of the humerus and the 
acromion process). The distinction is important, because obsti- 
nate cases of supraspinatus tendonitis may be relieved by 
excision of the acromion. 


Intestinal Absorption of Liquid Paraffin 

Q.—I am interested in the question whether or not liquid 
paraffin can be absorbed from the intestine. According to 
the work of Frazer this can occur if the material is sufficiently 
finely emulsified, but the results obtained by Frazer are directly 
contradicted by the work of Lundbaek and Maale. What is 
the latest view, and which of these two contradictory sets of 
results is generally considered to be correct? 

A.—There is little doubt that paraffins can be absorbed under 
suitable conditions. Absorption was demonstrated by Channon. 
H. J., and Collinson, G. A. (Biochem. J., 1929, 23, 676) and 
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Channon, H. J., and Devine, J. (Biochem. J., 1934, 28, 467), 
and later by Stetten, de W. (J. biol. Chem., 1943, 147, 327) 
using isotope-labelled hexadecane. Frazer, A. C., Schulman, 
J. H., and Stewart, H. C. (J. Physiol., 1944, 103, 306), showed 
that absorption of paraffin could be demonstrated biochemic- 
ally and histologically if the paraffin was very finely dispersed 
as an oil-in-water emulsion before intraduodenal injection, 
indicating that the paraffin was absorbed in particulate form. 
The inability of the animal to absorb unemulsified paraffin 
administered alone was ascribed to lack of the hydrolysis which 
normally provides from triglycerides two of the three essential 
components of the intestinal emulsifying system (Fraser, A. C., 
and Sammons, H. G., Biochem. J., 1945, 39, 122). Recent 
work by Frazer, A. C., French, J. M., and Sammons, H. G. 
(1950, in press), has further demonstrated the absorption of 
paraffin. If paraffin and olive oil are fed together as much 
as 30% of the paraffin may be absorbed in four hours. If 
emulsification of the paraffin is not adequate, the fatty material 
is preferentially absorbed in non-particulate form. This is the 
probable explanation of the experiments of Henriques, V., and 
Hansen, C. (Zbl. Physiol., 1900, 14, 313). The observations 
of Lundbaek, K., and Maale, O. (Acta physiol. scand., 1947, 
13, 247), are difficult to interpret without further informa- 
tion. Clearly particulate absorption did not occur in their 
experiments. This might have been due to inadequate emulsifi- 
cation of the paraffin, or to changes in the gastro-intestinal tract 
such as increased mucous secretion. More detailed investiga- 
tion of these cases of faulty particulate absorption should reveal 
the cause of the failure. 


Trauma and Dupuytren’s Contracture 


Q.—What is the modern view of the causation of induration 
and contraction of the palmar fascia? I have recently seen 
several coal-face miners who have an acute subcutaneous cellu- 
litis of the hand which has quickly subsided, only to be followed 
by a chronic induration of the palmar fascia and early contrac- 
ture. The Industrial Injuries Act does not include Dupuytren’s 
contracture as a prescribed industrial disease. I find this diffi- 
cult to understand, for those cases of contracture following a 
beat hand appear to me to be very definitely due to occupation. 


A.—The cause of Dupuytren’s contracture of the palmar 
fascia is still unknown. Heredity undoubtedly plays a part, but 
it cannot be accepted as the only factor. The significance of 
injury, single or repeated, has often been considered, but has 
usually been discounted. A patient may attribute the contracture 
to a specific remembered injury, but if the opposite hand is 
examined it will often be found that an early lesion is present 
there also. As against this it cannot be denied that in some 
cases the contracture appears to develop at the site of a definite 
local injury to the palm. All that can be stated with reasonable 
certainty is that some individuals have a constitutional (prob- 
ably hereditary) predisposition to the contracture, the develop- 
ment of which, in such persons, may be precipitated or 
accelerated by injury. 


Promoting Lactation 


Q.—What can be done to promote lactation and breast- 
feeding in a multipara who was unable to feed adequately her 
third and fourth children, though she had an ample supply 
of milk for her first and second children? She is now four 
months pregnant. 


A.—It is unusual for a woman to fail to breast-feed when she 
has succeeded in doing so after previous pregnancies. Steps 
should be taken to see that the desire to feed the baby is 
genuine, and also that lactation is not suppressed “by environ- 
mental factors, such as worry over domestic responsibilities and 
too early resumption of work. If such factors are not operating 
treatment during pregnancy consists mainly in attention to 
general health. Regular expression of colostrum from the 
breasts during the last few weeks of pregnancy has a few ardent 
advocates, but is not yet generally approved. After delivery 
a liberal quantity of fluids of any kind (5 to 6 pints—2.8 to 
3.4 litres—daily) should be given, and attention to the details of 
technique in suckling is important. A good blood supply to the 


breasts can be encouraged by gentle massage, warm bathing, and 
arm exercises. The results of giving lactogenic hormone during 
the first few days of the puerperium are in general disappointing. 
Other remedies worthy of trial, however, are thyroid, 3 gr. 
(0.2 g.) twice daily, during the first week of lactation, or 6 drops 
of Lugol’s iodine solution in milk, twice daily by mouth, starting 
on the second or third day and continuing until a good supply 
of milk is established. 
Amyloidosis 


Q.—Is amyloidosis reversible, and, if so, to what extent? 


A.—In most instances amyloidosis is symptomatic of an 
incurable affection, such as advanced pulmonary tuberculosis. 
myelomatosis, or Hodgkin’s disease ; but it is well established 
that cure of the causative condition is often followed by dis- 
appearance of the amyloid infiltrations. Many cases of com- 
plete recovery have been recorded, usually secondary to such 
infective processes as chronic osteomyelitis. References will be 
found in Rosenblatt’s paper (Arch. intern. Med., 1934-5, 8, 678.) 


NOTES AND COMMENTS 


Difference in Size of Breasts—Dr W. C.iFForp M. Scott 
(London, S.W.7) writes: Many psychiatrists will be surprised at the 
single answer to the question about how to help the mental distress of 
a healthy, well-built girl of 20 whose breasts are grossly different in 
size (“* Any Questions ?”” March 18, p. 682). Surely surgery to 
reduce the size of the larger breast to that of the smaller should be 
used only if simpler methods do not suffice. Most normal women 
want larger rather than smaller breasts. Even if the sponge-rubber 
shells now so commonly worn to give shape to a small bosom might 
not generally be considered a prescribable prosthesis, it would seem 
that such a rubber shell might furnish a simple remedy for this girl 
which would at least alleviate distress in social situations. 


Adrenaline Cream.—Dr. Trevor H. Howe tt (London, S.W.11) 
writes: In “ Any Questions?” (March 18, p. 681) there is an 
answer which states that the value of massage with adrenaline cream 
is merely due to the massage itself, and that adrenaline is 
without therapeutic effect when used in this way. During the past 
eight months I have carried out a series of experiments on the use 
of adrenaline and certain other drugs in various bases. Two papers 
describing my results are even now in the press. During my investi- 
gations the part played by massage with the inert base was considered 
carefully. It was found very difficult in practice to collect “ control ” 
soft-tissue rheumatic lesions to allow a test of the value of massage 
alone. Yet, when comparable lesions were treated with base on 
the one hand and adrenaline, ephedrine, or belladonna creams on 
the other, the medicated creams gave relief more quickly and their 
effect lasted longer than the inert one. 1 cannot therefore entirely 
share the cynicism of your innominate expert. Perhaps he has carried 
out a similar test and would be willing to give details to support his 
statement, with the onset of relief measured in seconds of massage. 
so as to be comparable with my own experiments. 


Pharmaceutical Exhibitions.—The Association of British Pharma- 
ceutical Industry states that, owing to the increasing number of 
exhibitions in which pharmaceutical manufacturers are being asked 
to participate, its council has set up a standing committee to 
consult with the promoters of exhibitions of pharmaceutical 
interest with a view to avoiding redundancy and, where possible, 
improving the usefulness of such exhibitions to all concerned. The 
committee requests promoters of such exhibitions, including those 
held in conjunction with conferences or congresses, to communicate 
with the association before proceeding with their plans. Correspon- 
dence should be addressed to the secretary, Association of British 
Pharmaceutical Industry, Tavistock House North, Tavistock Square, 
London, W.C.1. 
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